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ABSTRACT

HOSPITALIZATION IN SMALL-SCALE CONTINGENCY OPERATIONS
by MAJ Derek C. Cooper, USA, 83 pages.

This thesis examines the US Army Interim Force needs with regard to deployable
hospitalization during small-scale contingency (SSC) operations and the Army Medical
Department's (AMEDD) ability to adequately meet the requirements. Under the current
medical reengineering (MRI) plan the AMEDD appears to be postured well for
supporting major theater wars (MTW). Some will argue that if an MRI structure can
support the worst-case scenario--two nearly simultaneousM TWs--then clearly it could
adequately support a number of SSCs. In analyzing this argument, this thesis focuses
primarily on the characteristics and capabilities that echelon-111 hospital units need in
order to deploy and support SSCs under present and emerging conditions.

The study analyzes relevant doctrine, historical examples, and future concepts and selects
the most critical characteristics required of an echelon-I11 hospital to be relevant in
support of SSC operations. The study then evaluates four different hospital platforms and
their ability to meet the desired goals of the critical characteristics. Finally, based on the
assessment, the study provides recommendations for the Army's development of echelon-
I11 hospitals in the future.



ACKNOWLEDGMENTS

Completion of this study is due in large part to dedicated support and assistance
from many people. First and foremost | would like to thank my wife, Karen Cooper, for
her support and sacrifice. Thank you for your encouragement, inspiration, and baring the
brunt of my frustration and hours of absence.

I would like to extend a specia thanks to my committee, LTC Joyce Dimarco,
COL Judith Bowers, and LTC Dan Jones. Thank you for your support, patience,
guidance, and feedback throughout the process of completing this study.

Finaly, | would like to recognize the Combined Arms Research Library staff,
with a specia thanks to Mr. Michael Browne and Mrs. Dorthy Rogers. Their personal

attention, dedication, and patience made the process smoother and more enjoyable.



TABLE OF CONTENTS

Page

THESIS APPROVAL PAGE .....oooiiiiiiiiiie ettt nneaentnee e i

A B ST RA CT i i

ACKNOWLEDGMENTS ...t e e iv

ACRONY M S .ot e et e e et e e e et e e et eans Vi

ILLUSTRATIONS Lo e e e e e e aa e iX

A BLES oo X
CHAPTER

1. INTRODUCTION ...iiiiiiieiiiiiiie ettt e eeeee et e et e et ennaeee e e s 1

2. LITERATURE REVIEW ..ottt 15

3. RESEARCH METHODOLOGY ..ccvtuiiiiiiiiiiiiiieeeiine e ee e e et eenine e 33

A, ANALY SIS o 42

5. CONCLUSIONS AND RECOMMENDATIONS ......coviiiiiiieieiiieeeeiieen, 65

L N O Y PN 72

INITIAL DISTRIBUTION LIST .ot e 81

CERTIFICATION FOR MMAS DISTRIBUTION STATEMENT ......ccocoviviiinniee. 82



ACC
AFTH
AMEDD
APOD
ARTEP
CASCOM
CHS
CONOPS
CONUS
CSH
CSSs
DEPMEDS
DS/DS
EAC
EMEDS
ERMC
FM

FST
GAO
HHD
HSS
HUSF

HUSM

ACRONYMS

Air Combat Command

Air Force Theater Hospital

Army Medical Department

Aerial Port of Debarkation

Army Training and Evaluation Program
Combined Arms Support Command
Combat Health Support

Concept of Operations

Continental United States

Combat Support Hospital

Combat Service Support

Deployable Medical Systems

Desert Shield/Desert Storm

Echelon Above Corps

Expeditionary Medical Support
European Regional Medical Command
Field Manual

Forward Surgical Team

General Accounting Office
Headquarters and Headquarters Detachment
Health Service Support

Hospital Unit Surgical, Forward
Hospital Unit Surgical, Main

Vi



ICU
ICW
JHSS
JP

N\Y)
LSTAT
MASH
MF2K
MRI
MSRP
MTOE
MTP
MTW
NMS
OF
ooTW

OR

SSC

STX

TF

TOE

TRADOC

Intensive Care Bed

Intermediate Care Ward

Joint Health Service Support

Joint Publication

Joint Vision

Life Support for Trauma and Transport
Mobile Army Surgical Hospital
Medical Force 2000

Medical Reengineering Initiative
Medical Readiness Strategic Plan
Modified Table of Organization and Equipment
Mission Training Plan

Magjor Theater War

National Military Strategy

Objective Force

Operations Other Than War
Operating Room

Port of Debarkation

Port of Embarkation

Standard Operating Procedure
Small-Scale Contingency

Situational Training Exercise

Task Force

Table of Organization and Equipment

Training and Doctrine Command
Vil



us United States
USAFMSA United States Army Force Management Support Activity
USNS United States Naval Ship

uTC Unit Type Code

viii



ILLUSTRATIONS

Figure Page
1. Spectrum of Military OPerationS...........uuuiriieirieeiiiiis i e e e e e eeeiea 15
2. CSH CharaCteriStiCS .. ..ooe e e 45
3. 84-bed Hospital Company CharaCteristiCs.........uovvvieeiiiiiiiiiiee e 48
4. MASH CharaCteriStiCS......ceeeeieeeeeieeeeee e 52
5. EMEDSH25 CharaCteristiCS.....coooiiieieeeeeeeeeeeeeeeeeee e 56



Table

TABLES

1. Hospitalization Support for Small-Scale Contingencies...........ccccoveeevveevnnnnn.

2. Comparison MatriX Shell .......coooiiiiiiiiii e

3. Comparison Matrix



CHAPTER 1
INTRODUCTION

The United States Army has embarked on a very ambitious and aggressive plan to
transform itself over the next twenty to twenty-five years to what is being called the
Objective Force (OF). OF units will be capable of operating across the full spectrum of
military operations and will be distinguishable from today's units by being more
strategically responsive, deployable, agile, versatile, lethal, survivable, and sustainable
(White Paper 2001d, iv). “The Army goal is to deploy a brigade combat team anywhere
in the world in 96 hours after liftoff, a division on the ground in 120 hours, and five
divisions in theater in 30 days’ all capable of fighting immediately upon arrival (White
Paper 2001d, 9). Although OF technologies and structures are not expected to materialize
for the next ten to fifteen years, OF characteristics and concepts are driving operational
requirements today. The Chief of Staff of the Army General Eric Shinseki has
emphasized the need for the Army to develop interim solutions in order to remain
“relevant” and capable of providing the right forces in atimely manner for military
operations now and in the future. This emphasis is evident in many facets of the Army
today: doctrinal manuals, organizational structures (Stryker Brigade Combat Teams), and
equipment (interim fighting vehicle).

The Army Medical Department (AMEDD) too has recognized the requirement to
transform in order to remain relevant and capable of supporting full-spectrum operations.
Consequently, today the AMEDD isinvesting nearly all of its force management assets
on OF requirements. However, it was eight years ago--before the Army released OF

concepts and was still focused on Army After Next concepts--that the AMEDD
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developed the Medical Reengineering Initiative (MRI) that has evolved into the solution
for providing support to the Interim Force. One of the most significant factors of the MRI
plan is the change to deployable hospitals. In general terms, MRI will reorganize all
echelon-111 and 1V deployable hospitals to a 248-bed Combat Support Hospital (CSH)
structure. Maobile Army Surgical Hospitals (MASHSs), Field Hospitals, and General
Hospitals will be eliminated from the force mix under the MRI plan. In the last three
years many units have converted under MRI; the remainder of the conversions, to include
all but one hospital, is scheduled to occur over the next seven to eight years. Upon
completion of the MRI conversions the AMEDD will have thirty-seven CSHs, twelve in
the Active Army (COMPO 1) and twenty-five in the Army Reserve (COMPO 3). The
MRI hospitals will be organized in two variants. Corps CSH and echelon above corps
(EAC) CSH. Both are very similar 248-bed facilities, but the Corps MRI CSH is
designed, doctrinally, to have a 44-bed slice that is 100 percent mobile with organic
assets (FM 4-02.10 2000D).

At issue is whether or not the MRI CSH--the only echelon-I11 deployable hospital
platform--will be relevant and capable of supporting Interim Force operations where a
full 248-bed hospital is not required. This question must be viewed in light of today's
deployment and employment conditions, considerations, and realities. A quick review of
the echelon-111 support to al the US military operations since Desert Shield/Desert Storm
(DS/DS) reveds that no complete CSH has deployed for any of the smaller scale
contingency (SSC) operations during that time. When a CSH unit has received a mission
to deploy and provide echelon-I11 support, it has spent weeks or months developing a

viable task organization that ultimately resulted in the deployment of only a slice of the
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hospital's organic assets. When considering recent history and the present constraints,
requirements, and employment considerations, alogical question is whether the
AMEDD's MRI hospitalization plan establishes a viable force mix for supporting the
Interim Force in SSC operations.

Research Question

The primary research question is. Does the United States Army Interim Force
need a strategically deployable, 100 percent mobile hospital that is smaller than the 248-
bed combat support hospital to provide echelon-111 combat health support for military
operations short of a major theater war?

Four secondary questions are relevant to this study. Each has five subordinate
guestions concerning the characteristic required to support SSC operations: flexibility,
deployability, mobility, full-spectrum capability, and reduced footprint/economy.

1. How well does the 248-bed MRI CSH (Corps) (TOE 08955A000) provide
echelon-111 CHS for SSC operations?

la. Isthe CSH flexible enough to provide echelon-111 CHS for SSC operations?

1b. Is the CSH deployable enough to provide echelon-111 CHS for SSC
operations?

1c. Does the CSH have enough mobility to provide ectelon-111 CHS for SSC
operations?

1d. Does the CSH have enough full-spectrum capability to provide echelon-111
CHS for SSC operations?

le. Does the CSH have an appropriately reduced footprint/ economy to provide

echelon-111 CHS for SSC operations?



2. How well does the 84-bed hospital company (TOE 08958A000) provide
echelon-111 CHS for SSC operations?

2a. Is the hospital company flexible enough to provide echelon-111 CHS for SSC
operations?

2b. Is the hospital company deployable enough to provide echelon-I111 CHS for
SSC operations?

2c. Does the hospital company have enough mobility to provide echelon-111 CHS
for SSC operations?

2d. Does the hospital company have enough full-spectrum capability to provide
echelon-111 CHS for SSC operations?

2e. Does the hospital company have an appropriately reduced footprint/ economy
to provide echelon-I11 CHS for SSC operations?

3. How well does the 30-bed Mobile Army Surgical Hospital (TOE 08765L 000)
provide echelon-111 CHS for SSC operations?

3a. Isthe MASH flexible enough to provide echelon-111 CHS for SSC operations?

3b. Isthe MASH deployable enough to provide echelon-111 CHS for SSC
operations?

3c. Does the MASH have enough mobility to provide echelon-111 CHS for SSC
operations?

3d. Does the MASH have enough full-spectrum capability to provide echelon-I11
CHS for SSC operations?

3e. Does the MASH have an appropriately reduced footprint/ economy to provide

echelon-111 CHS for SSC operations?



4. How well does the 25-bed Expeditionary Medical Support + 25 (EMEDS+25)
provide echelon-111 CHS for SSC operations?

4a. |s the EMEDS+25 flexible enough to provide echelon-111 CHS for SSC
operations?

4b. |s the EMEDS+25 deployable enough to provide echelon-I11 CHS for SSC
operations?

4c. Does the EMEDS+25 have enough mobility to provide echelon-111 CHS for
SSC operations?

4d. Does the EMEDS+25 have enough full-spectrum capability to provide
echelon-111 CHS for SSC operations?

4e. Does the EMEDS+25 have an appropriately reduced footprint/ econony to
provide echelon-111 CHS for SSC operations?

Context of the Problem

The medical care and evacuation system in place today still resembles the system
envisioned and developed by Jonathan Letterman nearly 150 years ago. However,
deployable hospital structures have evolved over the years to reflect the strategy required
of the time. Today, the AMEDD's deployable hospital structure is fashioned largely on
static warfare concepts blended with the requirements associated with the post-Cold War
National Military Strategy (NMS) of maintaining the capability to fight two major theater
wars (MTWSs). For the AMEDD, static warfare and MTW are translated: large-scale war,
developed over several months or years resulting in huge numbers of casualties. The CHS
emphasis, therefore, is one of treatment, hospitalization, rehabilitation of patientsin

theater, and return to duty as far forward as possible. Consequently, deployable Army
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hospitals of the 1990s range in size from 1,000-bed general hospitals through 504-bed
field hospitals and 296-bed CSHs to 60-bed MASHS.

In 1994, the AMEDD took lessons learned from DS/DS and devel oped the MRI
plan to strengthen its ability to support twvo MTWSs. Arguably the MRI establishes a
viable hospitalization structure for supporting atwo MTW NMS. However, recent history
shows national strategy shifting toward that of global engagement (White House 1998).
For the Army, global engagement has resulted in frequent SSC deployments. Recent
history is likely a good predictor of the environment the Army and AMEDD can expect
to operate in during the foreseeable future. This change in strategy and environment is
not a surprise or a secret that has been kept from the AMEDD. In fact, as a result of
changes, the AMEDD has focused much of its attention and resources today toward
developing OF capahilities for the future. In the AMEDD’ s effort to support the Interim
Forceit is relying largely on the MRI plan developed over eight years ago with two
MTW conditions as the planning baseline.

The AMEDD modified the original MRI plan in an attempt to address the
dynamic operational framework of an Army now focused on force projection, full-
spectrum operations. A close look at MRI reveals two unit types emerging in terms of
battlefield surgical support and hospitalization. The intent, of course, is for these two unit
types to support the full-spectrum of possible operations. For hospitalization the primary
change from the Cold War eraisthat al small (MASH) and all large (general and field)
hospitals are eliminated. The only hospital structure that will remain in the inventory is a
248-bed CSH. The second unit to emerge is the echelon-11 Forward Surgical Team (FST).

An FST is not an echelon-111 facility for multiple reasons: it is not self-supporting, it has
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no holding capability, and it does not provide full echelon-111 medical services
(pharmacy, radiology, lab, nutrition care, etc.). However, it is doctrinally 100 percent
mobile with organic assets and can operate in relatively close proximity to front line
troops. Although with only twenty personnel authorized--all medical and surgical
focused--and no holding capability, it cannot function alone or serve as the
hospitalization support in a theater of operation (FM 8-10-25 1997a). Remarkably, under
the MRI plan there is no unit structure between the 248-bed CSH and the FST with
regard to surgical capability and/or hospitalization. This medical force distribution may
provide the best support and be the most logical in terms of supporting a forward-
deployed Cold War or MTW focused Army. However, recent history shows that the
AMEDD will be employed and required to support full-spectrum operations well before
OF capabilities are fielded.

In 1999 General Shinseki told the Army it would transform. He indicated that the
new force would no longer be a forward-deployed, static warfare focused Army. His
intent was clear and he has continued to work toward setting conditions for the Army to
reach the OF as rapidly as possible. However, he realizes the Army cannot transform
overnight. At a conference in 2000 he said, “The legacy force, that magnificent Army we
see busily deployed abroad today, will remain the force of choice should this Nation go to
war anytime in the next 15 years.” Though the Army does not expect to field the first OF
units for another eight to ten years, it is making interim changes today in order to become
more strategically responsive, deployable, agile, versatile, lethal, survivable, and
sustainable. The Army is converting several units (Stryker Brigade Combat Teams) today

that partially employ these seven characteristics in order to better position the Interim
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Force and provide the capability to rapidly conduct full-spectrum operations. The
AMEDD's reliance, however, upon the MRI plan and resulting organization structure for
echelon-I11 hospital units may need further review and modification to adequately
address the Interim Force requirements. “While The Army [and AMEDD] must remain
optimized for major theater war, it must be sufficiently versatile and agile to handle
smaller-scale contingencies which will occur more often, presenting unique challenges’
(White Paper 2001d, 3). Certainly new technologies, doctrinal solutions, and
organizational developments discovered from additional research aimed at OF
capabilities will result in viable long-term solutions for the AMEDD. Until those
discoveries are available and affordable, the AMEDD must ensure it is adequately
postured to provide echelon-111 support to an Army that is today conducting and
preparing for full-spectrum operations, to include SSCs.

This thesis examines the Army's Interim Force needs with regard to deployable
hospitalization and the AMEDD's ability to adequately meet the requirements. Currently,
the MRI plan appears to posture the AMEDD well for supporting an MTW or two. Some
will argue that if a MRI structure can support the worst-case scenario--two nearly
simultaneous MTWSs--then clearly it could adequately support a number of SSCs. In an
attempt to analyze this argument, this thesis focuses primarily on the characteristics and
capabilities that echelon-111 hospital units need in order to deploy and support SSCs
under present and emerging conditions.

Assumptions
Several assumptions are necessary and appropriate in order to address the

guestions of this research project. These assumptions are based primarily on realities
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within the Army and AMEDD with regard to short-term financial constraints, personnel
constraints and the length of time necessary to effect force modernization or even minor
adjustments. First, near-term adjustment to the physical size or structure of the Army's
deployable hospitals will still require the use of the same type of tents, containers and
vehicles used today in the AMEDD's Deployable Medical Systems (DEPMEDS). It is
appropriate that the AMEDD's investments with regard to time and research money be
primarily focused on OF capabilities, technology, and structures. Consequently, the
Army's echelon-111 deployable hospital structure will likely center around DEPMEDS for
the next decade or two. Second, the current number of medical personnel authorizations
can be justified without necessarily having the same deployable hospital force structure
planned under MRI. In other words, it is assumed that medical personnel authorizations
are not tied directly to the requirements or authorizations of field units. Third, the quality
of medical care provided in a MRI CSH can also be provided in a smaller (fewer beds)
deployable hospital. Given that the medical personnel staffing either organization would
be the same people, then the level of care should remain constant and not dependent of
the number of beds in the structure. This assumption provides that the equipment in a
MRI CSH would be available in a smaller facility in a quantity proportional to the facility
size or to the types of patient the facility is designed to service. Last, the type of
casualties expected on the battlefield in the future will remain relatively consistent with
those experienced in the past. This assumption appears consistent with assumptions the

AMEDD must have made when developing the MRI.



Key Terms

For the purposes of this research and in order to facilitate common understanding,
it is necessary to define several terms that often carry different meanings depending on
the context in which they are used. The terms defined here and used throughout the study
remain consistent with the definition provided unless specifically noted otherwise.

Echelon-111. The term echelon of care is often used interchangeably with level of
care. Echelon-111 is characterized by medical care typically provided in a deployable
hospital, regardless of the size. In the US Army, echelon-I11 is the first place on the
battlefield where general and specialized medical and surgical care; long term and critical
care patient holding capahility; and pharmacy, clinical laboratory, radiology, and
nutrition care services are located in one unit (FM 4-02.10 2000b,1-4).

Full-Spectrum Operations. Full-spectrum operations as defined by FM 3-0 “are

the range of operations Army forces conduct in war and military operations other than
war (MOOTW)” (2001b, 1-4). Providing CHS for full-spectrum operations means
possessing a unit or combination of units capable of supporting missions ranging from a
MTW through peacekeeping and peacemaking operations to support in domestic disaster
relief operations. It includes providing support in the Continental United States (CONUS)
or abroad to military or civilians alike.

Interim Force The interim force is the Army's transitional force structure between
the Legacy Force and the OF. It represents a mix of units equipped with Legacy systems,
interim systems, and OF systems (Steele 2001). More importantly, for this research, it

represents the time period between now and the next fifteen to twenty years.
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Medical Reengineering Initiative (MRI). MRI as defined on MRI homepage is the

“redesign process for converting the entire Combat Health System force in order to
provide adequate support to Army Force XXI and to meet the medical care provisions
outlined in Joint Vision 2010” (2002, 1). MRI is a reorganization of all field unitsin the
AMEDD inventory.

MRI CSH. In general terms, when MRI CSH is used within text, it is referring to
the AMEDD's 248-bed, echelon-111, deployable hospital. Many Medical Force 2000 and
earlier CSHs were 296-bed or larger facilities (FM 8-10-14 1994a). This research
examines the plan and capabilities of the two MRI CSH variants.

Objective Force (OF). The OF is the expected Army force structure in the future

(Steele 2001). What exactly the OF structure will entail is not as important to this
research as is the time before it becomes a redlity. Therefore, to establish a definitive time
line for this research, the OF is considered the Army's force structure after year 2020.

Recent History. For this research, recent history is defined as the time period
following DS/DS through the present--fall 2002. This phrase is used primarily when
referring to US Army military operations that occurred during this time period.

Small-Scale Contingency (SSC). For the purposes of this research, a SSC is any

military operation short of MTW.
Limitations
This research is limited by several factors. First, the AMEDD has shifted most of
its resources toward the investigation and discussion OF capabilities, technologies, and
structure. Therefore, much of the materiel available for analyzing the question posed by

this research is either dated, derived from lessons learned (or opinions) of various
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secondary sources, or from subjective comparisons instead of statistical analysis.
Secondly, time, financial resources, and the investigator's experience significantly limits
the breath and depth of research conducted, the ability to conduct experiments, and the
feasibility of conducting complete statistical analysis. Lastly, the research is constrained
by the subjective nature of the research model and its use of the author's judgment when
comparing various hospital structures (the subjects) against the evaluation criteria.
Delimitations

This study is focused on hospitalization requirements to support operations short
of aMTW. It focuses specifically on providing echelon-111 hospitalization capabilities in
SSC. Though other medical functions' capabilities, requirements, shortfalls, technologies,
and joint aspects are referenced and discussed as enablers for echelon-111 CHS, this study
does not analyze the other medical functions' requirements for supporting the current
force and Interim Force. Further, this study does not attempt to develop a new deployable
hospital structure. It does not attempt to conduct a complete technology review or to
suggest a new philosophy for providing CHS. However, there may be new technol ogical
advances today that the AMEDD is working on or procuring that could directly impact on
the size of a deployable hospital. Therefore, it is appropriate to briefly review the relevant
medical and non medical technology that may support the research of this study. Where
practical, this study addresses shortfalls and makes general recommendations to provide
the AMEDD force management elements a focus and potential starting point to work
issues. Additionally, this study does not address the impact (if any) of a change to the
structure of deployable hospitals on the AMEDD's overall medical personnel

regquirements and or authorizations. Further, it is beyond the scope of this study to
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analyze the methodology that the AMEDD applies to determine the facility size (number
of beds) needed to support a particular SSC. In general, factors such as casualty estimates
and joint or coalition medical support are considered by planners when developing a
package to support a SSC; these factors are not necessarily significant in developing the
structural size of deployable hospitals in general. Lastly, the end of January 2003 was
established as the cutoff date for collecting materiel relevant to this thesis.

Significance of the Study

The significance of this topic should be apparent. Because “ soldiers remain the
centerpiece of our formations’ (FM 1 2001a, 35), the inseparable relationship between
echelon-111 hospitalization and the ability of the AMEDD to provide world-class health
care on the beattlefield cannot be understated. AMEDD leaders indicate, “MRI is the
AMEDD's Interim Force” (AMEDD 2002a). If held to schedule, all echelon-111
deployable hospitals will be converted to the 248-bed CSH by 2008. Taking the 2008
end-state together with budget and force development time lines, the AMEDD is
committed for the next twelve to fifteen years without a deployable hospital smaller than
248 beds. However, AMEDD leaders may not fully appreciate the significance and
extensive nature of the changing conditions and environment requiring support. Given
that the AMEDD's Director of Combat and Doctrine Development (DCDD) has changed
its focus to OF issues and that it is unlikely that OF structures will materialize for at least
another fifteen years, it isimportant now to determine if MRI plans leave unsatisfied
hospitalization requirements. If capability shortfalls exist, then it is imperative to make
timely, low cost adjustments where possible or at least recognize the risks and plan
accordingly. By the Army being more responsive, agile, deployable, and shrinking its
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“logistics footprint” on the battlefield, it directly impacts the AMEDD and its ability to
deploy and then provide world-class CHS. Certainly, the world will not wait and remain
without conflict or disaster until the AMEDD can transform to OF structures. Therefore,
this study attempts to address the significant question of whether the US Army's Interim
Force needs a strategically deployable, 100 percent mobile hospita that is smaller than

the 248-bed CSH to provide echelon-111 CHS for military operations short of a MTW.
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CHAPTER 2
LITERATURE REVIEW

American civilian and military leadership is not just planning to develop a
military instrument of power capable of conducting full-spectrum operations in the
future. Rather, it demands and expects today's US armed forces to be strategically
responsive and dominant now at every point along the spectrum of conflict (Joint Vision
2010 1996). Figure 1 represents the type of operations encompassed by the term “full-
spectrum operations.” The majority of the operations depicted on figure 1 and all of the
operations that the US Army has conducted in that last ten years are generally classified
as small-scale contingency (SSC) operations (FM 3-0 2001b). In conducting SSCs the
Army has deployed between a few hundred soldiers (East Timor and Rwanda) to severa
thousand soldiers (Haiti, Bosnia, and Kosovo). All of these SSCs required some level of

echelon-111 hospitalization support.
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To design hospital structures to adequately respond to the multitude of SSCs
expected in the future, one could assume that the optimal size of an echelon-I11 hospital is
in some way proportional to the number of soldiers deployed for the specific operation.
That assumption would lead one to conclude that the AMEDD, in order to support the
full-spectrum of operations, needs several different sized hospitals. However, “think
tanks’ like RAND (Davis et al. 1996) and the Center for Strategic and International
Studies (Macgregor 1997) contend that developing units around specific SSCsiisiill
advised. Among other factors, possessing several variants of functionally similar
organizations become impractical to maintain for reasons such as cogt, training, and
maintenance.

Another view, the AMEDD's (2002a) prevailing view, of the optimal hospital
structure is that of a single, large hospital structure that can be “tailored” or “task
organized” to meet the requirements of any specific operation. This technique may work
but the obvious issue is then whether or not tailoring provides the flexibility to meet the
deployment constraints present today.

This thesis examines the US Army Interim Force field hospitalization
requirements in SSCs and the AMEDD's ability to adequately fulfill the requirements
under present and emerging conditions. The primary research question asked is: Does the
US Army Interim Force need a strategically deployable, 100 percent mobile hospital that
is smaller than the 248-bed CSH to provide echelon-111 CHS for military operations short
of aMTW? In examining this question the literature review comprehensively summarizes

exiting literature with regard to general lessons learned, tenets, and doctrine and explores
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the characteristics and capabilities required to provide echelon-111 CHS under present and
emerging conditions. In doing so, it examines the following five areas:

1. What type of military operations will the AMEDD be expected to support with
echelon-111 hospitalization?

2. What factors influence an echelon-111 hospital's strategic deployability?

3. What factors influence an echelon-111 hospital's mobility?

4. What factors influence the nature of support that an echelon-111 hospital is
required/expected to provide?

5. What are the capabilities of the MRI echelon-I11 hospital and surgical units?

Lastly, it considers what changes (if any) can be made now with existing
resources that would enable the AMEDD to meet short term obligations and remain a
relevant, combat multiplier for the Interim Force.

Genera Lessons Learned, Tenets, and Doctrine

Casualties will occur in future wars and SSCs. American military operationsin

recent history have not received alot of national press coverage. Generaly, as troops
deploy, there is a“debate” in the media, but within a few days or weeks interest wanes
and there is little in the way of lasting coverage. For example, one would be hard pressed
to remember when operations in Bosnia or Kosovo last made the front page of a
newspaper. This phenomenon in general is due to the lack of fatalities that occur in SSCs.
Military planners and force developers would like to keep it that way by developing
technologies that enable operations to be conducted at greater standoff distances and by
remote means. However, the literature reviewed indicates that “the essence of war will

remain the same. There will be casualties, carnage, and death; it will not be like a video
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game” (US Commission on National Security 1999, 6). Further, Charles Dunlap in his
article, “21st-Century Land Warfare: Four Dangerous Myths’ (1997), refutes the myth
that modern technology will make war bloodless. He concludes, as did Brigadier General
Rupert Smith, “The only certain result of your battle plan will be casualties--mainly the
enemy's if it's agood plan, your's (sic) if it's not. Either way, foremost in your supporting
plans must be your medical plan” (Henthorne 1998, 39).

The Army can expect to conduct SSC operations in the future Thereis an

abundance of complementary literature that indicates the probability of future SSCs for
the Army is high. Every national or military strategy document; to include the 2002
National Security Strategy, 2002 National Military Strategy, 2001 Quadrennial Defense
Review, Joint Vision 2010, the Army Vision, joint publications, and Army field manuals;
indicate that the Army must not only prepare for the worst case scenario but must also
prepare to conduct SSC operations. Futuristic works, such as The Coming Anarchy
(Kaplan 2000), War and Anti-War (Toffler and Toffler 1993), and The Clash of
Civilizations and the Remaking of World Order (Huntington 1997) describe a future
where technology, environmental scarcity, terrorism, globalism, and other factors
jeopardize US interests that can ultimately lead to a proliferation of SSCs operations.
Several RAND studies further support the notion of continued SSC requirements. The
RAND study Bettering the Balance: Large Wars and Small Contingencies specifically
states, “Neither smaller-scale contingencies nor preparation for major theater wars will
disappear from the Army's agenda. Both are in the nation's interest, and the Army has no

choice but to prepare itself for both” (Hosmer et al. 1997, 9).
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AMEDD lessons learned in DS/DS and subsequent SSCs. It is challenging to

determine the optimal hospital structure for best supporting major theater wars MTWSs)
and SSCs. However, most acknowledge that the current medical force in the Army is
structured to meet the worst-case wartime scenarios envisioned during the Cold War
(Beaty 1997). Echelon-I11 care is built around a large, rigidly structured, and redundant
deployable hospital system. In DS/DS the AMEDD experienced the challenges of such a
system and has based much of its MRI on those lessons learned. MRI slide packages
from 1999 and 2000 provide DS/DS lessons learned on a “Why Change?’ dslide. The
lessons cited in the briefing include: (1) inability to keep up with combat forces, (2)
inability to get units on the time-phased force deployment list, (3) lack of true early entry
units, (4) medical sets not designed for stability and support operations, and (5) AMEDD
command and control inadequate for 24 hour and split-based operations (AMEDD 1999,
dide 3). Interestingly, with the addition of “reduce theater medical footprint,” these
lessons are generally the same factors indicated in the 2002 briefing that outlines how
MRI supports Army Transformation (AMEDD 2002a).

AMEDD lessons learned did not end with DS/DS. SSC operations of the last
decade have also resulted in a collection of lessons learned. The AMEDD Lessons
Learned web page has hundreds of lessons from nearly every deployment AMEDD
forces have participated in since Operation Just Cause in 1989. A paragraph from an
article titled, “The Contingency Medical Force: Chronic Challenge, New Solution”
captures the essence of many of the AMEDD's SSC lessons learned. It says,

For short-notice or no-notice contingency operations, the Army must rapidly

deploy brigade-size, tailored task forces (TFs) to austere locations under

ambiguous conditions. In such situations, the forward surgical team lacks the
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requisite capabilities and the CSH (even the 86-bed 100 percent mobile module)
does not have the desired deployability. (Moloff 2001, 199)

Three other lessons learned (or trends) appear to be indicative of recent operations and/or
literature describing future operations. First, the military expects to conduct future
operations rapidly, in a brief period of time, and often involving very lethal engagements
(JV 2010 1996). Second, recent history, future concepts, and the Joint Health Service
Support (JHSS) Vision 2010 (1997) indicate that theater hospitalization will not likely
provide definitive care in theater. Rather, hospitals in theater will provide only the
“essential care” necessary to stabilize patients for evacuation out of theater. This lesson
(trend) seems to support the requirement to minimize the medical footprint in theater.
Lastly, theater evacuation policies in SSCs have all been seven days or less since DS/DS.
These lessons combined with the DS/DS lessons were certainly relevant factors for the
Department of Defense when it drafted the latest version of the Medical Readiness
Strategic Plan (MRSP). The MRSP directs the services to develop lighter, more mobile,
and strategically deployable medical forces capable of “sustained medical support for any
mission within the operational spectrum” (1998, 24).

Tenets and doctrine for the Interim Force The most common theme in nearly all

current literature is Objective Force (OF) focused. The tenets and principles for the OF
were clearly articulated in the OF white paper released in 2001: responsive, deployable,
agile, versatile, lethal, survivable, and sustainable. Although much of the ability to truly
achieve these tenets rests on acquiring future technologies, the Army is aggressively
rewriting doctrine, promoting OF concepts, and expecting its forces to move toward
operating under OF tenets today, even without the technology boost. Consequently, the

relevant literature with regard to hospitalization more closely resembles OF themes than
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it does current force structure reality. Training and Doctrine Command (TRADOC)
Pamphlets 525-50 (1996b) and 525-66 (1997¢) emphasize the following tenets for CHS
operations: far forward surgical care, reduced evacuation times, strategic and tactical
agility, and small footprint. Specifically, TRADOC Pamphlet 525-50 says,

CHS organizations must be small as possible, yet retain functionality . . .

Personnel and equipment must be critically evaluated and drawn down to enhance

hospital deployability and mobility . . . Hospital organizations will be redesigned

to make them strategically deployable/mobile. (1996b, 15)

Furthermore, the General Accounting Office (GAO) echoes the TRADOC emphasis and
indicate that the AMEDD should develop hospital units that are “lighter, smaller, more
mobile, and adaptable to different mission requirements’ (1996b, 2). The Army'skFM 7-0
Training The Force (2002), also recognizes fundamental changes in the environment by
acknowledging the requirement to train for SSC operations. It establishes a new “train-
aert-deploy” doctrinal sequence in place of the old alert-train-deploy sequence. All
sources seems to embrace the notion in Thomas Friedman's The Lexus and the Olive Tree
(2000) that the Army is no longer operating in a Cold War environment when the “big ate
the small,” but rather operating in an environment where the “the fast eat the slow.”

The common theme of the AMEDD literature seems to indicate full support of the
emerging tenets and doctrine described above. The AMEDD's solution is MRI. All
AMEDD (2002a) briefing slides, policy letters, and web sites on the topic state that MRI
supports the Interim Force requirements and provides a bridge to the OF. However, some
sources, particularly RAND (Davis et al. 1996), wonder if the AMEDD's structure
provides the necessary capability to meet the requirements of SSCs (RAND

predominately uses the term operations other than war (OOTW)). Many of the RAND

studies articulate challenges that potentially suggest altering characteristics of the MRI
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medical force structure. The challenge for the AMEDD today remains fielding a medical
structure for the Interim Force that is flexible and agile enough to respond to operations
along the entire spectrum of conflict. Certainly, waiting on OF technological solutionsis
not a prudent option, because as one Civil War physician said, “There is no Sunday in the
Army” (Baird 1979, 317).

Characteristics and Capabilities For Present and Emerging Conditions

What type of military operations will the AMEDD be expected to support with

echelon-111_hospitalization? Anticipating future operations is not an exact science and

results are not something that can be stated factually. However, planners must proactively
attempt to analyze the situation and develop assumptions or predictions in order to
continue force modernization programs. In an effort to forecast the type of operations that
the AMEDD must support over the next couple of decades this thesis takes note of the
predictions in current literature, but also largely weighs recent historical operations as
indicative of future operations. As pointed out earlier, virtually all sources agree that
SSCs are likely to be prevalent in the future. In general, the literature indicates that
medical units must remain as flexible, responsive, and capable as the forces it supports.
The Army will be faced with committing forces in potentialy hostile environments and
unlike the DS/DS scenario will not have the time or resources available to develop alarge
logistics infrastructure. Forces varying in size, from battalion up to corps, will conduct
military operations across the full-spectrum. If planners and futurists are correct and the
preceding description is a good forecast of what the future holds then, the SSC operations

of recent history are good examples of what future operations will likely resemble.
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The US military has conducted numerous SSC operations where an echelon-111
hospital unit was part of the force package. Table 1 below provides a summary of
historical statistics from several of these operations. It is not intended to be a
comprehensive review of all SSC operations. However, it appears to fairly represent what

current literature is describing as likely future SSC operations.

Table 1. Hospitalization Support for Small-Scale Contingencies

U.S. Militray |# Echelon-III

Operation Location Deployed Beds Source
Joint Task Force Andrew ('92) Florida 22,800* 20 GAO 1993b / Carroll 1996
Provide Relief/Restore Hope ('92/'93) Somalia 17,000 42 Stewart 1994
Provide Promise ('92-'96) Croatia 38,000** 60 Wentz 1999
Uphold/Restore Democracy ('94/'95) Haiti 20,000 52 Deal 1997
Implementation Force (IFOR) ('96) Bosnia 20.000 60 Kozaryn 1997/ERMC 2003
Stabalization Force (SFOR) ('97+) Bosnia 8,500 24-t0-16 ERMC 2003***
Task Force Hawk ('98) Albania 5,500 18 Moloff 2001
*Hospital served both military personnel and civilains affected by the hurricane
**The U.S. hospital primarily served United Nation forces; only about 2000 of the 38,000 troops were U.S.
***European Redional Medical Commanc

Note: The number of US military deployed column represents US Army soldiers or
personnel supported by the Army medical facility, rounded off at its peak (except where
annotated by asterisks).

Humanitarian assistance and disaster relief operations by nature afford very little
time for planning and preparation. Furthermore, medical personnel and units are in high
demand during these operations. Deployable hospitals in the force structure today are
primarily centered around trauma and emergency care capabilities. An often articulated
issue for echelon-111 units conducting these type of operations is the requirement to
conduct sick-call for deployed service members and provide sick-call and physical
examination services for the civilian population. These hospitals are not generally staffed

and equipped appropriately to provide these services. Rumbaugh concluded, “ Successful

military medical support of humanitarian assistance and disaster relief operationsis
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contingent upon having military units properly equipped, staffed, and trained to
accomplish the mission” (1998, 271).

For SSCs the MRSP indicates the medical community needs to “reduce the
medical footprint in an area of operations and the consumption of critical nhon-medical
resources such as air and sea lift” (1998, 38). With regard to hospitalization RAND
concluded “the size of the hospital required for OOTW also tends to be small....Rarely
do OOTW require an entire military hospital unit” (Davis et al. 1996, 94). The RAND
statement was made in light of the fact that in the AMEDD's current deployable hospital
force structure all but one of the hospitals are 248-beds or larger units.

What factors influence echelon-I11 hospital's strategic deployahility? Historically

force developers for support units, particularly echelon-111 hospitals, have not been overly
concerned with strategic deployability--or strategic mobility as often called. However,
current doctrinal, force development, and opinion-based literature al indicate that
strategic deployability is a complex challenge facing support units. The challenge for
AMEDD unitsisthat “Medical systems must compete with the movement of combat
troops and other war-fighting material to the theater” (GAO 1996, 3). Thisis an age-old
problem that is compounded by the Army's aim to deploy a brigade in 96 hours and a
division within 120 hours. The Air Force, with the assets available today, in order to meet
this time line is pushed to its capacity limits when considering just organic brigade and
division element (Hickins 2002). The Navy does not possess the capability to
strategically deploy forces from the CONUS to overseas locations in the time frames
specified (Owen 2001). To further exacerbate the issue it is commonly believed that

future adversaries will not delay their operations and afford the US military a six-month
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period to build a sustainment base in theater. This reality has resulted in significant
adjustment by the other services medical components.

The other services are in some ways competing with AMEDD with regard to
hospitalization support. The Air Force system generally aligns with what TRADOC
Pamphlet 525-50 indicates is needed. TRADOC Pamphlet 525-50 says, “The CHS
structure must be strategically and tactically agile to respond to the broad range of
worldwide requirements’ (1996b, 1). The Air Force system, called Expeditionary
Medical Support (EMEDS), is designed on a building block methodology. It has three
modules that can deploy in sequence, as needed, or all three can deploy as one unit. The
basic module has a four-bed capacity, the second module increases the capacity to ten
beds, and the final module increases the capacity to twenty-five beds (ACC 2002). The
modules can stand alone and have a separate unit type codes (UTCs) that facilitates rapid
deployment with minimum use of strategic lift assets. The EMEDS shortcoming is that
once deployed it lacks any mobility and is virtually limited to operating from an airport.

The Navy is developing a system that “focuses wartime medical capability around
a core unit with the capacity of 20 to 130 beds’ (GAO 1996, 11). The Navy can aso
contribute two fully staffed and modernized hospitals in a theater of operation without
using any strategic lift assets. The USNS Mercy and USNS Comfort can deploy with up
to a 1,000-bed capacity and be in any theater of operation within 24 days (Department of
the Navy 2002). The drawback again is its inability to move with forces inland.

There is some indication that the AMEDD recognizes the need to review its force
structure from a strategic deployability aspect. In a question and answer format on the

MRI web site it says, “MRI was not designed to necessarily decrease the weight and cube
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of remaining MRI units’ (2002). It later says, “ There is a growing realization that even
smaller 'building block' units can be derived from the MRI organizations, to further
facilitate the deliberate planning process, and insure a tailored force to support the full-
spectrum of Army operations in the 21st Century” (MRI 2002). It is evident that as
operations become more joint in nature, strategic deployability concerns will require
combatant commanders to carefully choose which service will provide echelon-I11
hospitalization for future SSCs.

What factors influence an echelon-I11 hospital's mobility? “To be of benefit in

war, medical care has to be there. To be there it has to be mobile, not ‘'movable” (Porr
1993, 13). Colonel Porr and a host of others examined challenges experienced during
DS/DS and concluded that for hospitalization, “The highest priority is getting there,
defined as mobility” (Steinweg 1993, 737). If mobility was important to a hospital during
DS/DS, it is even more critical for a hospital in the conduct of SSC operation. As doctrine
and technology enable more “reach logistics’ and a“smaller logistics footprint” in
theater, units--to include medical units--will have fewer transportation resources to call
upon for movement support. Furthermore, the battle space for all Army formations has
increased in the last several years, meaning that a given number of troops, units, or assets
are responsible for larger areas on the ground (CASCOM 2002). The MRI web page
acknowledges that “the existence of transportation units on the battlefield is not based on
unit movements” (2002). Transportation assets are allocated to an operation based on
reguirements to move supplies. Even when thousands of transportation assets were
deployed in the DS/DS theater, the AMEDD experienced difficulty obtaining an adequate

number of transportation assets to perform the movement mission. Hospital units were
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“too low on priority to get Corps support in atimely manner” (AMEDD Lessons L earned
1992b). To compound the challenges most SSC operations will only warrant the
deployment of a single hospital. So as the area of operations becomes larger and fewer
transportation vehicles of opportunity are available, the issue of hospital mobility will
increase in importance. Planners must prevent overextending evacuation times by
ensuring hospitals are moved as necessary and positioned accordingly. Joint publication
4-02 states, “ Since contact with supported units must be maintained, HSS (Health Service
Support) elements must have mobility comparable to that of the units they support.
Mohility is measured by the extent to which a unit can move its personnel and equipment
with organic transportation” (2001, I1-1).

In general, the literature sited above alludes to the idea that it is unlikely and
imprudent for the AMEDD to count on significant amounts of external transportation
support during SSC operations. Both AMEDD (1999) and GAO (1996) indicate that
deployable hospitals lack sufficient mobility. TRADOC Pamphlet 525-66 (1997c¢)
indicates that hospitals must possess the capability to keep pace. And Arthur Smith in his
article “Joint Medical Support: Are We Asleep at the Switch?’ says, “The Army
[hospitals| needs a considerable amount of tactical mobility since its field hospitals
support advancing combat forces’ (1995, 104). In general, the literature surveyed
indicated that the AMEDD should strive to make hospitals “lighter, smaller, and more
mobile.” However, the literature did not specifically define the exact capability that an
echelon-111 hospital should possess with regard to mobility. It was apparent that most
sources did not expect that hospitals would or could move every time maneuver forces

advance. Scott Beaty, in the article “The Revolution in Military Medical Affairs,”
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“acknowledges that hospitals will not follow combat formations around on the
battlefield” (1997, 67). However, a common theme in the literature is that where SSC
operations are concerned a hospital upon reaching the port of debarkation (POD) will
have to rely heavily on its organic transportation assets if it intends on moving. Further, it
should have the capability to move, under its own power, every four to five days or
before evacuation lines and assets become overextended.

What factors influence the nature of support that an echelon-111 hospital is

required/expected to provide? Many factors influence the business of providing echelon-

Il medical care on the battlefield. The literature on this topic is roughly divided along
three lines. In broad terms, technology, unit effectiveness, and philosophy are the three
areas that have an immediate or short-term influence on the required/expected support of
an echelon-111 hospital.

Technology, of course, is having an enormous impact on all aspects of military.
For the OF new technologies may profoundly change the way health care is provided in
the future. For this thesis, only those technologies that are available today or in the very
near future are considered relevant for affecting the AMEDD's Interim Force
hospitalization issues. Numerous sources describe innovative pieces of equipment that if
utilized can reduce the physical size of a deployable hospital. For starters, the joint health
services are aggressively pursuing telemedicine (Clyburn et al. 1997). Telemedicine aims
to enable certain health care functions in theater without having the specialist or
equipment physically deployed. Another technology in the works for over five yearsis
the Life Support for Trauma and Transport (LSTAT) (Blake 2000). The LSTAT isa

portable intensive care unit that can travel with the patient. The services are designing it
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to facilitate evacuating less stable patients (Siuru 1997). Other promising devises, in
various stages of development or use, include hand-held x-rays, digital x-rays, miniature
lab test devices (I-STAT), oxygen concentrators, and advanced physiologic monitors
(AMEDD 2002a). These devices aim to shrink the medical footprint on the battlefield.
Two additional technologies with potential to significantly impact battlefield health care
in the near future include fibrin sealant bandages and blood substitutes. Early versions of
fibrin sealant bandages are being used in Afghanistan. For blood substitutes the AMEDD
is cooperating with industry to field a viable product in the future (AMEDD 2002b).

The intent here is not to conduct a complete analysis of new technology.
However, it is enough to say that new technologies can influence the nature of support
that an echelon-111 hospital provides in the near future. New technologies can play a vital
role in shaping hospital support in theater especially in light of philosophical changes that
are occurring with regard to theater logistics and health care support.

The philosophy for US Army health care on the battlefield is not dictated by the
AMEDD. The philosophical ideas that shape the nature of healthcare belong not only to
the Army and AMEDD but aso to the American people and the Department of Defense.
The nature, extent, quality, and expectation of medical support on the battlefield have
rapidly increased in the last twenty years. Perhaps today battlefield health care receives
more scrutiny than ever in the past. A common theme in the Army is that, “ Soldiers
remain the centerpiece of our formations’ (FM 1 2001a, 35). The American public
demands that when soldiers are sent into battle that the Army provide world-class health
care on the battlefield. This idea was actually articulated in 1942, by the Chief Surgeon

for the European Theater of Operations, when he said, “Above al else. . . the American
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people demand in war . . . that their soldiers be given superior [sic] medical service. No
one thing can cause such afuror in the United States as the knowledge that adequate and
proper hospital facilities are not being provided for their troops’ (Cosmas 1992, 43).
Though the philosophy is not new, perhaps, technological advancements in mass media
have made public will a more significant factor in US military operations (Clark 2001).
Ancther philosophy adopted by the Army that affects AMEDD hospitalization is
the idea already discussed of “reduced footprint” in theater. The idea goes hand in hand
with the prevailing joint health services' philosophy to reduce theater evacuation policies
and move definitive care out of theater (Department of Defense 2000). These factors, in
addition to the possibility of short-notice rapid deployments, greatly influence the nature
of support that an echelon-111 hospital is required to provide. In a train-alert-deploy
environment, where maximum capability with minimum footprint is critical, “early
entry” forces must be adequately structured and ready to deploy (McNaugher et al. 2000).
Unit effectiveness is the final area reviewed as having an impact on the nature of
support units, to include hospitals units, provide. Unit effectiveness is related to unit
integrity and cohesion, esprit, and training. A challenge for AMEDD hospital unitsin
recent history has been the requirement to “task organize” or “tailor” the unit for
deployment. Organizational behavior books (Hellriegel 2001), the AMEDD lessons
learned web site and the Army lessons learned web site, all provided numerous examples
on the disrupting effects of task organizing shortly before a deployment. One lesson
indicated that, “A universal problem encountered by medical units was difficulty
achieving unit cohesiveness’ (AMEDD Lessons Learned 1991b). Company Command

the Bottom Line --a universally respected book among Army officers--states, “Maintain
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unit integrity for every assigned task. It builds teamwork, increases cohesion, and
enhances proficiency. The more soldiers work together as a team, the greater the chance
for mission success’ (Meyer 1996, 101). Aside from impacting unit cohesion, tailoring
negatively affects training, standard operating procedures (SOPs), and load plans. Army
doctrine and lessons learned emphatically encourage units to train as they fight (FM 7-0
2002). Most sources agree that future operations will afford little time for training prior to
deployment. SOPs and load plans take months and sometimes years of training to
develop. Much of that work can be jeopardized if units must scale down or task organize.
In summary, these unit effectiveness concepts apply to al units. The literature suggest
that, “ Several inherent problems can arise in creating a 'new' organization for each
contingency operation” (Moloff 2001, 199) and that “A single well-drilled organization is
likely to fight better than a well-designed, but new team” (Holder 1988, 40).

What are the capabilities of MRI echelon-111 hospital and surgical units? Today

the AMEDD still has one MASH, several 296-bed CSHs, and several general, evacuation
and field hospitals in the force structure. The MRI brief (AMEDD 2002a) details the
AMEDD's plan over the next seven to eight years to convert all deployable hospitalsin
the inventory to CSHs. The plan calls for atotal of thirty-seven MRI CSH hospitals at
endstate. The thirty-seven hospitals will be standardized, 248-bed, DEPMEDS based
hospitals, organized in two variants. echelon above corps (EAC) CSHs or Corps CSHs.
Of the thirty-seven hospitals twenty-three will be Corps CSHs (eight COMP 1, fifteen
COMPO 3), and fourteen will be EAC CSHs (four COMP 1, ten COMPO 3). The
twenty-three Corps MRI CSHs are the only echelon-I11 hospital assets that will remain in

the inventory. The EAC CSH is primarily considered an echelon-1V hospital and lacks
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some of the capabilities of the Corps CSH. The capabilities of a Corps CSH are found in
doctrinal manuals, the TOE, and MRI briefing slides. Both are composed of a 164-bed
company, an 84-bed company, and a headquarters detachment.

Though not echelon-111, the FST warrants some discussion. The FST is designed
to provide far-forward surgical care. It is 100 percent mobile and designed to move under
its own power as the supported maneuver force advances. By TOE the FST consists of
twenty personnel, six vehicles, two operating tables, and other support equipment
(USAFMA 20023). Doctrinally the FST's mission is to resuscitate and stabilize patients
for evacuation; its organic capabilities enables 30 surgeries or 72 hours of consecutive
operations (FM 8-10-25 1997a). The unit has no holding capability and is depends on the
attached unit for food, water, fuel, security, and all other support functions.

Conclusion

In general the literature review revealed that the Army and AMEDD should
anticipate conducting SSC operations in the future. These operations will likely span the
spectrum of conflict and on occasion will require short notice, rapid reaction type
responses. The AMEDD can expect--regardless of the type and size of operation--
pressure to reduce its footprint on the battlefield while continuing to provide the same
world-class hedlth care it is known for today. Many experts disagree about how echelon-
[11 units should be structured to best support SSCs, specifically whether or not units
should be designed solely for the purpose of conducting SSC operations. Nevertheless, all
seem to agree that challenges arise in supporting various SSCs even if the total structure

available meets the requirements for supporting two MTWSs.
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CHAPTER 3
RESEARCH METHODOLOGY

This thesis examined whether the US Army needs an echelon-I11 hospital that is
smaller, more strategically deployable, and more mobile than the 248-bed Medical
Reengineering Initiative (MRI) Combat Support Hospital (CSH) for supporting the
Interim Force during small-scale contingency (SSC) operations. If just one MRl CSH had
been fully deployed to any of the US military SSC operations in recent history, it would
have had the medical capability to satisfy all echelon-111 medical requirements.
Moreover, in most cases a full CSH would have exceeded the required medical capacity
by four or five times. However, when taking into account the present constraints,
reguirements, employment considerations with regard to SSC operations it is necessary to
look beyond medical capability alone. Because getting a full CSH deployed for a SSC
operation under present and emerging conditions is highly unlikely.

This chapter describes the research methodology, and develops and defines the
research subjects and criteria used for the analysis. Chapter 4 is devoted to the
presentation, and explanation of the study findings, including an evaluation of each
subject's ability to meet the stated performance criteria. Chapter 5 provides the
interpretation and summarizes the study findings.

The research approach for this study was qualitative in nature. A purely
guantitative approach was ruled out for several reasons. First, in that deployable medical
systems (DEPMEDS) are assumed to be the primary echelon-111 platform for the next ten
to fifteen years, combined with the time and financial constraints of this study led to a

more inductive approach to discovery. Second, very little quantitative data could be
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found with regard to the echelon-111 hospitalization and characteristics evaluated in this
study. And finally, survey data would have been of little use because surveys are largely
opinion based by nature and results would differ significantly from respondent to
respondent based on experience. Moreover, if desired, the opinions could be fairly well
extrapolated from the materiel gathered for the literature review.

This study focused on collecting information from various sources that do not
lend themselves to empirical evaluation. To collect and analyze information for a study of
this nature without attempting to design new platforms and conduct side-by-side tests
required a flexible and interpretive research method. Therefore, the thesis employed a
goal-based evaluation method described in Methods of Educational & Social Science
Research (Krathwohl 1998). However, as advocated by Krathwohl (1998, 27), the study
combines elements of various methods as appropriate for best answering the primary
guestion and presenting the findings. The method developed and employed here consisted
of the following five steps:

Step 1--Select criteria (performance “goals’ for the echelon-111 platform)

Step 2--Select subjects

Step 3--Evaluate subjects’ performance of criteria

Step 4--Organize information in a comparison matrix and analyze results

Step 5--Interpret and report results

Step 1--Select criteria (performance “goals’ for the echelon-I11 platform)

One of the primary concerns with the goal-based evaluation method is “whose
version of intended goalsis used” (Krathwohl 1998, 611). This thesis attempts to use a
set of goals (criteria) that are representative of the characteristics considered most
significant for an echelon-111 hospital to support a SSC operation in light of emerging

constraints. The criteria were primarily derived from the following sources:. (1) principles
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of Combat Health Support, (2) Combat Service Support (CSS) characteristics, (3) Field
Manual 3-0 attributes of strategically responsive Army forces, (4) emerging Objective
Force (OF) and Transformation characteristics, (5) training principles outlined in Field
Manual 7-0, and (6) historical lessons learned from (or the opinions of) various sources.
Individual criteria were selected for use in this study from the doctrinal principles, tenets,
and or characteristic listed above based on their relevance in answering the primary
research question. For each criterion multiple sources were considered and the definitions
compared for agreement or disagreement. As such, the criteria may not be defined as they
arein current doctrine. Rather, in some cases, their definitions were refined and based on
current and emerging constraints and/or deployment philosophy.

Specificaly, the criteria selected were based on the most critical characteristic
required of an echelon-111 hospital to be relevant for support to SSC operations. The
definition of each criterion equates to a performance goal that should be inherent in an
echelon-111 hospital structure to support future SSC operations. Because the thesis
focused primarily on the characteristics/capabilities that an echelon-I11 hospital needs in
order to deploy and support SSCs under present and emerging conditions exclusive of
medical care, a qualitative medical care criterion was not included. The criteria and
definitions are presented below and used to evaluate the subjects listed in step 2.

Flexible. The definition of flexible as used here is derived from the CHS
principle--flexibility, the CSS characteristics--responsiveness and flexihility, and the
Force XXI tenet--flexibility. An echelon-111 hospital needs to possess several key
characteristics to fully meet the goal of flexibility. It should be structured to ensure that

“no more medical resources be committed nor . . . established than are required to support
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the expected patient densities” (FM 4-02.10 2000b, 1-2). It should be capable of
providing “the right support in the right quantity in the right place at the right time” and
capable of adapting its " structures and procedures to changing situations, missions, and
concepts of operations’ (JP 4-0 2000, I1-2). To meet the optimal performance goal for
flexibility a hospital should have a modular design capable of providing an early entry
module or serving as an early entry hospital that can operate independently for long
periods of time.

Deployable. An echelon-111 hospital must be capable of strategically deploying at
the pace of the forces it is tasked to support. In order to accomplish this goal it should be
organized and structured such that it is “unburdened of significant deployment and
sustainment tonnage, and must be deployable by a variety of lift platforms’ (White Paper
2001d, 9). It should be structured with the capability to develop standard load plans that
match a designated unit type code (UTC) for the organization. The unit should not have
to develop new load plans and/or a derivative UTC in order to deploy in support of a SSC
operation.

Mobile. “Mobility is measured by the extent to which a unit can move its
personnel and equipment with organic transportation” (FM 4-02.10 2000b, 1-2). For this
thesis, mobhility is focused solely on an echelon-111 hospital's organic ground
transportation assets used for movement either to the port of embarkation (POE) or once
the unit is physically in the theater of operation. It excludes strategic (overseas)
movement capability. An organization that conforms to the characteristic of mobility will

be capable of accomplishing its mission with its organic transportation assets and remain
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within acceptable proximity to the force it is supporting. The goal is 100 percent mobility
for personnel and equipment using only organic vehicles.

Full-Spectrum Capable. Because a hospital is a large investment for the Army in

terms of personnel, equipment, and strategic lift assets, one platform must be relevant for
all types of operations at all levels of war. The Army cannot afford to develop multiple
platforms, each for the purpose of supporting a specialized operation. According to FM
3-0 “full-spectrum operations include offensive, defensive, stability, and support
operations’ (2001b, 1-15). Echelon-111 hospitals, like other Army units, must be capable
of operating “effectively anywhere on the spectrum of military operations without
substantial augmentation to perform diverse missions within a single campaign” (White
Paper 2001d, 11). Furthermore, with the “train-alert-deploy” environment prevalent today
and the inherent challenges highlighted in chapter 2 with regard to tailoring for
deployment, the optimal unit structure must be capable of rapidly deploying with
minimal tailoring or disruption to unit effectiveness. Consequently, for this study, the
subject's ability to meet the criterion of full-spectrum capable is based on three factors.
The three factors of full-spectrum capable are: (1) functionality across the operational
spectrum, (2) ability to transition quickly from one type of operation to another, and (3)
ability to maintain unit integrity for various SSC operations and or missions.

Reduced Footprint/Economy. Recent MRI briefings indicate that one of the key

elements the MRI lends to AMEDD transformation is that it reduces the theater medical
footprint. It defines reduced footprint as the “reduction in the number of personnel,
equipment, and systems in the theater required to perform the mission” (AMEDD 20023).

To reduce the footprint of a unit one could simply eliminate capability thus reducing the
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number of assets required to deploy. However, reducing capability must be balanced with
requirement and mission accomplishment. When reducing the footprint the structure must
still support the CSS characteristic of economy; that is “providing the most efficient
support to accomplish the mission” (FM 3-0 2001b, 12-4). For this study, reduced
footprint/economy will take into account the number of C-5s required to deploy the unit
and, for simplicity, the number of beds authorized in the unit, which will represent the
unit's capability. To evaluate each subject, its “footprint” characteristics and its capability
will be subjected to the following equation:

Average Number

Number of Beds X of C-5to Deploy = Ratio
Average Number Number of C-5s
of Subjects Beds to Deploy Subject

Note that the equation uses the subjects average footprint characteristics. This method is
used to establish a baseline in order to evaluate all platforms against a set value and
produce aratio as the resultant. The individual subject's number of beds is the numerator
because more beds equates to more capability and thus is better. The individual subject's
number of C-5sisin the denominator because fewer C-5s equate to less consumption of
resources and thus is better. Overall alarger resultant is better and indicates a subject that
more closely meets the criteria of reduced footprint/economy. A resultant of 1 indicates
the subject is as efficient in utilizing the footprint it consumes as the average of the
subjects used in this study. A platform with less than a 1 is not as efficient as the average
and with more than 1 is more efficient than the average.

Step 2--Select subjects

Step 2 involved selecting several echelon-111 hospital platforms as subjects for

comparison. Both current and discontinued deployable hospital structures were reviewed
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and several selected as subjects for this study. The study did not consider any hospital
larger than the 248-bed MRI CSH due to the focus on SSC operations. Other US miilitary
services hospitals were also considered and included as appropriate. This method
provided for an acceptable range of subjects to compare without requiring the researcher
to develop fictional hospital structures that cannot be tested for validity. The four
subjects, with table of organization and equipment (TOE) number where applicable,
include the: (1) 248-bed MRI CSH (Corps) (TOE 08955A000), (2) 84-bed Hospital
Company (TOE 08958A000), (3) 30-bed Mobile Army Surgical Hospital (TOE
08765L.000), and (4) 25-bed Expeditionary Medical Support + 25 (EMEDS+25). A
detailed review of the subjects force structure, capabilities, and requirementsis
conducted in step 3 of the process.

One structure, worth mentioning here, that was considered but not selected for
inclusion in the study is the Forward Surgical Team (FST). The FST was excluded for
evaluation primarily because it is not an echelon-111 hospital. As such, the FST does not
provide the ancillary care and services or the holding capability of a deployable hospital.
Critics may argue that in very recent operations the FST has been augmented and used as
a hospital. Though this argument may be true it is outside the scope of this study to
develop new platforms for evaluation purposes. However, the recommendations include a
brief discussion of uses and or modification to the FST.

Step 3--Evauate subjects’ performance of criteria on an ordinal scale

In step 3 each of the subjects force structure, capabilities, and requirements were
developed in detail. Then each subject was evaluated against each of the criterion from

step 1 and assigned a value on an ordinal scale. The scale applied is a graduated rating
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from 1-to-4. The rating is based upon how well the platform (subject) meets the intended
goal of the criterion. In this methodology of ng the evidence, to receive a higher
number is better. The ratings 1-to-4 are defined as follows:

1--Fails to meet the intend goal

2--Partially meets the intended goal

3--Largely meets the intended goal

4--Completely meets the intended goal

Step 4--Organize information in a comparison matrix and analyze results

After the subjects were evaluated against each criterion, the assigned value was
recorded in a comparison matrix. The comparison matrix was used to calculate an overall
score for each of the subjects. The 1-to-4 ratings originally based on an ordinal scale were
treated as interval scale values for this calculation. The values in each column were added
to develop an overall score for each subject. It is recognized, asKrathwohl (1998)
cautioned, that there is no guarantee of equality of the interval between the 1-to-4 values,
so truly scientific results are questionable. Krathwohl did indicate this type of analysisis
common and “since, however, the data yield useful generalizations when interpreted this
way, we assume the underlying concept to be acceptable” (1998, 390). Further, the
overall scores allow for avisual depiction of the subjects in a side-by-side comparison of
their abilities to meet the goals of the five criteria. If a subject completely met all of the
intended goals it would have scored a twenty. If a subject failed to meet any of the goals
it would still register a score of five. If two subjects score the same overall score there
could till be significant differences between the platforms because, again, the original

numbers were based on an ordinal scale. The comparison matrix shell is shown in table 2.
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Table 2. Comparison Matrix Shell

Criterial | Criterion | Criterion | Criterion | Criterion Criterion Total
Subject 1 2 3 4 5

Subject 1 | 1-to-4 1-to-4 1-to-4 1-to-4 1toa | Overdl
Score

Subject2 | 1tod4 | ltod | Ltod | 1tod | 1toa | Vel
Score

Subject3 | 1tod | ltod | ltod | Ltod | 1tos | verdl
Score

Subject 4 | 1-to-4 1-to-4 1-to-4 1-to-4 1-to-4 Overall
Score

Step 5--Interpret and report results

In step 5 the results of the research were interpreted and conclusions developed.

In general the information presented in step 5 is in an advantages and disadvantages type

format for each platform. The information was summarized and recommendations are

provided in the final chapter. In addition to the recommendations, the feasibility of

combining certain aspects of various platforms was briefly explored. This was done

because perhaps by combining the more attractive aspects of afew platforms, an optimal

echelon-111 hospital can be developed for supporting SSC operation while remaining a

viable asset for employment during aMTW.
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CHAPTER 4
ANALYSIS

The literature review clearly portrayed contemporary operational issues that in
many cases significantly differ from the operational issues addressed when the US Army
used the requirements determination process to develop the Legacy Force. Today the
challenge for the Army is to develop Interim Force units that possess the characteristics
necessary to operate successfully under present and emerging constraints, requirements
and employment considerations. The AMEDD is certainly not immune from this
dilemma with regard to developing echelon-111 hospitals capable of supporting the
Interim Force. Therefore, the primary question asked in this study is does the US Army
Interim Force need a strategically deployable, 100 percent mobile hospital that is smaller
than the 248-bed Combat Support Hospital (CSH) to provide echelon-111 Combat Health
Support (CHS) for military operations short of a major theater war?

In the preceding chapter, the investigator described the systematic and analytical
research design selected in order to gather and analyze information necessary to develop
conclusions with regard to the primary research question. In general, the research
approach centers on a qualitative study that evaluates how well various hospital structures
meet specific performance criteria. The evaluation employs the goal-based evaluation
method described in Methods of Educational & Social Science Research (Krathwohl
1998). The following five-step process summarizes the research model:

Step 1--Select criteria (performance “goals’ for the echelon-111 platform)

Step 2--Select subjects

Step 3--Evaluate subjects’ performance of criteria on an ordinal scale

Step 4--Organize information in a comparison matrix and analyze results

Step 5--Interpret and report results
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In the preceding chapter, the investigator identifiedand defined five performance
criteria that represent the characteristics considered most significant for an echelon-I11
hospital to possessin order to support small-scale contingency (SSC) operations. The five
criteria are flexible, deployable, mobile, full-spectrum capable, and reduced
footprint/economy. Next the investigator identified the subjects that were selected for
evaluation. The four subjects selected were the 248-bed Medical Reengineering Initiative
(MRI) CSH (Corps), the 84-bed hospital company, the 30-bed Mobile Army Surgical
Hospital (MASH), and the 25-bed Expeditionary Medical Support + 25 (EMEDS+25).

In this chapter the investigator reports the study findings, presenting specific
evidence collected for each subject and evaluating the subjects against each of the five
criteria. The subjects were analyzed separately without comparison to each other, except
tangentially for reduced footprint/economy. For reduced footprint/economy the subject's
“footprint” efficiency was compared against the average of all the subjects footprint
efficiency. Each subject was rated on how well it met the intended goal of each criterion
and earned arating on a scale of 1-to-4 as defined in the preceding chapter. The evidence
produced for the evaluation centers on the subjects' doctrinal force structure, capabilities,
and requirements characteristics. These characteristics include percent of the unit that is
organically mobile, lift requirements (number of C-5s), medical capabilities (number of
beds), and notable short falls or support requirements. The doctrinal force structure,
capabilities, and requirements outlined for the Army structures were extracted from four
sources. First, doctrinal field manuals (FM) were used largely for employment
characteristics. Second, mission training plan (MTP) manuals of the Army Training and

Evaluation Program (ARTEP) were used to establish the hospital's capabilities. Third, the
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United States Army Force Management Support Activity (USAFMSA) provided tables of
organization and equipment (TOEs) and modified TOEs (MTOES), which contain
detailed statistics and descriptions of the unit's organizational structure and requirements.
Lastly, the MRI implementation office provided additional deployment considerations.
The doctrinal force structure, capabilities, and requirements provided for the EMEDS
structure was extracted from the Air Force's Concept of Operations (CONOPS) for
Expeditionary Medical Support (EMEDS) / Air Force Theater Hospital (AFTH) System
manual published by Air Combat Command (ACC), Office of the Command Surgeon.

Step 3--Evaluate subjects' performance of criteria

How well does the 248-bed MRI CSH (Corps) (TOE 08955A000) provide

echelon-111 CHS for SSC operations? Based on the force structure, capabilities, and

requirements detailed in figure 2, the 248-bed CSH was evaluated against each of the
criterion thus addressing subordinate questions 1a through 1le.

la. Isthe CSH flexible enough to provide echelon-111 CHS for SSC operations?
The CSH has a semimodular design with a tailorable 44-bed early entry module. The
CSH is semi-modular in that it has two subordinate companies that can function
independently with only minor augmentation from its HHD. Additionally, the intensive
care units (ICUs), intermediate care wards (ICWSs), and operating rooms (ORs) are
modular and interchangeable. The early entry module does not have a separate unit type
code (UTC) and “is not a stand-alone element and requires early coordination for
sustainment” (FM 4-02.10 2000b, H-11). The large size of the CSH limits its use to more
robust SSC operations unless tailored or task organized. For flexibility the CSH received

a performance rating of 2--partially meets the intended goal.
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REFERENCES
- USAFMSA 2001a - TOE 08955A000

O/WI/E 154/2/352 = 508 -FM 8-10-14 Employment of the Combat Support Hospital
= -ARTEP 8-855(MRI) - MTP Mission Training Plan for the CSH (MRI)
Combat S”ggggsigz%'tm (Corps) -FM 8-55 Planning for Health Service Support
248 Beds -FM4-02.10 Theater Hospitalization
o .
75% Corps Bed Requirement FORCE STRUCTURE

-One (1) UTC identifies whole CSH or three (3) UTCs identify sub-elements
HHD Corps CSH -Two subordinate companies (164-bed _and 84-bed) with augmentauon from HHD
08956A000 can serve as completely functional, stand-alone hospitals
| BOA: 1 per Corps CSH -AIIowsfqr split-based relgcailon
-Can provide early entry slice (but no separate UTC)
-Number of personnel required 508

164 Bed Company

CAPABILITIES
— Ofgfég(zjc;o -248 intensive and intermediate care beds
BOA: 1 per Corps CSH -6 operating room (OR) tables staffed for 96 OR table hours per day (General,

Orthopedic, Thoracic, Urological, Gynecological, and Oral Maxillofacial)
-Mobility - approximately 15%
-HHD 0% mobile

84 Bed Company

— O%ZSSQC?S © -164-bed company 0% mobile
BOA: 1 per Corps CSH -84-bed company 35% mobile with organic assets excluding personnel
TR REQUIRMENTS
: 44 Bed Slice : - Strategic deployment assets required
| I -15C-Bsor
T 44Beds : 25 C-A7sor
i1 H -19.5% of aroll-on-roll-off (RORO) ship

0% Mobile :

-Estimated space required to fully established hospital 9.3 acres

Figure 2. CSH Characteristics

1b. Is the CSH deployable enough to provide echelon-111 CHS for SSC
operations? The CSH is structured so that one UTC identifies the whole unit. Three
additional UTCs can be used to separately identify its two hospital companies andits
headquarter detachment (HHD). The unit has the ability to develop load plans based on
the two company sized elements that correspond with their UTCs. However, the CSH
requires fifteen C-5 aircraft to deploy al of its vehicles and equipment. To meet the goal
for deployability the unit should be capable of deploying at the pace of the force
supported. In this case it would take several daysto load, fly, land, and unload fifteen C-
5s full of DEPMEDS containers even at some of the most capable airports. As discussed
in the literature review, SSC operations will often occur in austere environments;
environments where the airports of debarkation (APOD) may not be capable of handling

C-5s and/or the maximum on ground number of aircraft is significantly restricted. Unless
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tailored or task organized this platform consumes a disproportionate amount of strategic
deployment assets. If tailored or task organized it requires a derivative UTC which
significantly disrupts the planners ability to provide strategic lift options. For
deployability the CSH received a performance rating of 1--fails to meet the intended goal.
1c. Does the CSH have enough mobility to provide echelon-111 CHS for SSC
operations? FM 4-02.10 contains conflicting data with regard to the CSH mobility. It
says, “the corps CSH is 35 percent mobile with organic assets’ (2000b, 2-2), but later
says, “the 84-bed hospital company is 35 percent mobile’ (2000b, 4-8). A review of the
TOE supports the later. Its HHD is zero percent organically mobile. Its 84-bed company
is 35 percent mobile. Its 164-bed company is zero percent mobile. As a result, overall the
CSH is approximately 17 percent mobile excluding personnel mobility. Given a
movement scenario that requires the CSH to move itself and a one-day round trip for its
vehicles, at seventeen percent mobility it would take six days, working around the clock,
to move the entire CSH. A one-day round trip is conservative when considering four to
six hours for loading and preparing to move, five hours to perform a 100-kilometer road
march at thirty kilometers per hour, three to four hours to unload and prepare to return,
and five additional hours for the return road march. Even the standard in CSH mission
training plan (MTP) for two situational training exercises (STXs) - relocate hospital to a
new operating site, and establish hospital area of operations - isjust at five days with
eighty-five percent external transportation support required (ARTEP 8-855-M TP 2000a).
For mobility the CSH received a performance rating of 1--fails to meet the intended goal.
1d. Does the CSH have enough full-spectrum capability to provide echelon-111

CHS for SSC operations? The CSHs 248 ICU and ICW beds combined with organic
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general, orthopedic, thoracic, urological, gynecological, and oral maxillofacial surgery
capability indicates it is organized medically to handle the high end of the operational
spectrum. On the lower end of medical procedures the CSH has two, small “specialty
clinics;” one in each of the companies. As pointed out in the literature review, hospitals
deployed on SSC operations in recent history have been required to provide extensive
sick-call and physical exam services. The CSH possesses these capabilities but
disproportionately to the high-end requirements. With regard to transitioning from one
type of operation to another and maintaining unit integrity it appears the CSH is
marginally prepared. Designed around two separate companies that can stand alone,
doctrinaly it can employ a company in a humanitarian assistance roll, for example, while
employing the other in an offensive operation support role. To maintain unit integrity the
medical requirements of the SSC would either have to be fairly large or the organization
would have to live with employment of excess capacity. For full-spectrum capable the
CSH receives a performance rating of 3--largely meets the intended goal.

le. Does the CSH have an appropriately reduced footprint/ economy to provide
echelon-111 CHS for SSC operations? As thisis the first platform evaluated it was
necessary to calculate the average number of beds and C-5s for al the subjects in order to
complete the footprint calculations. The average number of bedsis 96.75
[(248+84+30+25)/4]. The average number of C-5sis 6.25 [(15+7+2+1)/4]. The following
footprint characteristics apply to the CSH: 248-bed capacity and fifteen C-5 aircraft
required to deploy. Using the equation developed in chapter 3 for the reduced
footprint/economy criteria the calculation for the CSH is depicted in the following
equation:
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Average Number

Number of Beds (248) X of C-5to Deploy (6.25) = 1.07
Average Number (96.75) Number of C-5s  (15)
of Subjects Beds to Deploy Subject

Although the CSH uses a large number of aircraft to deploy, the substantial capahility it
provides is a significant factor in its footprint calculation. For reduced footprint/economy
the CSH received a performance rating of 3--largely meets the intended goal.

How well does the 84-bed hospital company (TOE 08958A000) provide echelon-

Il CHS for SSC operations? The 84-bed hospital company is the same company

structure that is part of the 248-bed MRI CSH. It is evaluated here as if it were a stand-
alone unit with the required command and control elements from HHD already embedded
as part of its TOE. The notable augmentation required of HHD is approximately 17 to 23
personnel, five vehicles, two trailers, and a laundry unit. This limited augmentation will
not significantly change the platforms doctrinal characteristics. The force structure,

capabilities, and requirements for the 84-bed hospital company are detailed in figure 3.

REFERENCES
-USAFMSA 2001c - TOE 08958A000
* -
O/W/E 63/1/129 =193 -FM 8-10-14 Employment of the Combat Support Hospital
-ARTEP 8-855(MRI) - MTP Mission Training Plan for the CSH (MRI)
*Indicate personnel required plus -FM 8-55 Planning for Health Service Support
23 HHD personnd augmentation, -FM4-02.10 Theater Hospitalization
based on TOE not FM 4-02.10 FORCE STRUCTURE
-One (1) UTC identifies 84-bed hospital company
84 Bed Company -Allows for split-based relocation
08958A000 -Can provide early entry slice (but no separate UTC)
84 Beds -Number of personnel required 193*
BOA: 1 per Corps CSH

CAPABILITIES

-84 intensive and intermediate care beds

-2 operating room (OR) tables staffed for 36 OR table hours per day
(General, Orthopedic)

-35% mobility excluding personnel

44 Bed Slice
44 Beds

100% Mobile REQUIRMENTS
- Strategic deployment assets required
E 5 -7C-5sor

-12 C-17sor

-7.9% of aroll-on-roll-off (RORO) ship

-Estimated space required to fully established hospital 5.7 acres

Figure 3. 84-bed Hospital Company Characteristics
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2a. Is the hospital company flexible enough to provide echelon-111 CHS for SSC
operations? The 84-bed hospital has a limited modular design and doctrinally can employ
atailorable 44-bed early entry module. Its two ICUs, three ICWSs, and two ORs are
modular and interchangeable. The early entry module does not have a separate UTC. It
can be deployed as afirst increment but then requires “immediate follow-on of the
remaining 84-bed company” (FM 4-02.10 2000b, 4-8). Using an early entry module
scenario, this unit would require two derivative UTCs for deployment. Further, once the
44-bed tailored module is deployed or echeloned forward the remaining 40 beds can no
longer function as a hospital. The size of this unit allows for its employment in medium
to large SSC operations unless tailored or task organized for smaller operations. For
flexibility the 84-bed hospital received a performance rating of 1--fails to meet the
intended goal.

2b. Is the hospital company deployable enough to provide echelon-111 CHS for
SSC operations? The 84-bed hospital has one UTC. Without assuming a specific tailored
reguirement, the unit has only the ability to develop load plans based on an 84-bed
deployment. The company requires seven C-5 aircraft to deploy all of its vehicles and
equipment. If the 44-bed increment is deployed then six C-5 aircraft are required. The
doctrinally “suggested” 44-bed element drops two ICWSs, the specialty clinics, and half of
the administrative elements from the 84-bed hospital. In either configuration this platform
consumes a significant amount of strategic deployment assets. For deployability the
84-bed hospital received a performance rating of 2--partially meets the intended goal.

2c. Does the hospital company have enough mobility to provide echelon-111 CHS

for SSC operations? The 84-bed hospital is thirty-five percent mobile. However,
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doctrinally a 44-bed increment requires “100 percent of its TOE equipment and supplies
to be transported in a single lift, using authorized vehicles” (FM 4-02.10 2000b, 4-8). The
mobility numbers do not include personnel mobility requirements nor do they include
patient mobility requirements. However, with only organic vehicle assets this unit can
completely relocate, up to 100 kilometers, in less than three days. Additionally, it can
establish echelon-111 capability at the new location within twenty-four hours. For mobility
the 84-bed hospital received a performance rating of 2--partially meets the intended goal.

2d. Does the hospital company have enough full-spectrum capability to provide
echelon-111 CHS for SSC operations? The 84-bed hospital has two ICUs and three ICWs
combined with organic general and orthopedic surgery capability. It has a small specialty
clinic to provide sick call, physical exams, and other services. It lacks dental service
capability. The structure in general is weighted more toward higher intensity combat
casualties. However, it does possess the capability to provide lower-end medical services
in a proportion reasonable to its overall capacity without substantial augmentation. The
unit can support various operations along the spectrum but its capability to transition
from one type of operation to another is limited due principally to its lack of modularity.
Recent history suggests that 84-beds is still too large to maintain unit integrity for the
majority of SSC operations. For full-spectrum capable the 84-bed hospital received a
performance rating of 2--partially meets the intended goal.

2e. Does the hospital company have an appropriately reduced footprint/ economy
to provide echelon-111 CHS for SSC operations? The 84-bed hospital has the following
footprint characteristics: 84-bed capacity and seven C-5 aircraft required to deploy. The

footprint calculation is shown in the following equation:
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Average Number

Number of Beds (84) X of C-5to Deploy (6.25) = .78
Average Number (96.75) Number of C-5s  (7)
of Subjects Beds to Deploy Subject

The 84-bed hospital consumes a disproportionate amount of aircraft for the capability it
provides. For reduced footprint/economy the 84-bed hospital received a performance
rating of 2--partially meets the intended goal.

How well does the 30-bed Mobile Army Surgical Hospital (TOE 08765L 000)

provide echelon-I11 CHS for SSC operations? The force structure, capabilities, and

requirements for 30-bed MASH used in this study are largely theoretical. They are
largely theoretical because the AMEDD never fielded a 30-bed MASH. In the late 1980's
and early 1990's the AMEDD developed the force structure, doctrine, and training plans
for the 30-bed MASH. This MASH structure was originally intended to be part of the
Medical Force 2000 (MF2K) structure (FM 8-55 1994b). Presumably it was designed as a
replacement for the 60-bed MASH (USAFMSA 1988) that was unable to perform as
desired during Desert Shield/ Desert Storm (DS/DS) (Steinweg 1993). The 212th MASH
is the only MASH unit still in the US Army inventory. And it is scheduled to convert to
an MRI CSH (Corps) in year 2004. The 212th MASH is a 36-bed facility. It has evolved
over the years and currently the “unit is built as an exception to MTOE standardization”
(USAFMSA 2002b, 1). Consequently, its structure loosely employs elements from the
Army's 60-bed MASH TOE and 30-bed MASH TOE. It appears that the 30-bed MASH
concept was overcome by the development of forward surgical teams (FSTs) and MRI.
However, despite the 30-bed MASH having never been fielded extensive force structure,
doctrine, and training plan documents exits for this unit. Figure 4 indicates the doctrinal

manuals referenced and the force structure, capabilities, and requirements characteristics
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of the 30-bed MASH. It should be noted that because the 30-MASH was never fielded
USAFMSA did not have the TOE. The AMEDD's Director of Combat Developments
provided the TOE for this study. The platform was evaluated against each of the criterion

thus addressing subordinate questions 3a through 3e.

REFERENCES
-USAFMSA 1993 - TOE 08765L.000

O/W/E 30/0/75/105 -FM 8-10-13 Employment of the Mobile Army Surgical Hospital
-ARTEP 8-765-30-MTP - Mission Training Plan for the MASH
-FM 8-55 Planning for Health Service Support

Mobile Army Surgical Hospital EORCE STRUCTURE
oareaLote “One (1) UTC identifies the whole MASH or two (2) UTCs identify sub-elements
30 Beds -Allows for split-based relocation
BOA: 2 per Corps -Two subordinate elements (10-bed HUSF and 20-bed HUSM) can serve as
functional, stand-alone hospitals
-Can provide early entry slice - HUSF (organized with separate UTC)
-Number of personnel required 105

CAPABILITIES

Hospital Unit Hospital Unit -30 intensive care beds
Surgical, Forward Surgical, Main -3 operating room (OR) tables staffed for 60 OR table hours per day (General,
08577LA00 08766L00 Orthopedic, and Thoracic)
 HUSF 10-Beds | HUSM 20-Beds | -100% mobility excluding personnel

REQUIRMENTS
- Strategic deployment assets required
-2C-5sor
-5C-17s
-Estimated space required to fully established hospital 1.5 acres

Figure 4. MASH Characteristics

3a. Isthe MASH flexible enough to provide echelon-111 CHS for SSC operations?
The MASH has a semi-modular design and can doctrinally employ the 10-bed hospital
unit surgical, forward (HUSF) as an early entry module. Its three ICUs, and three ORs are
modular and interchangeable. The early entry module does have a separate UTC. The
HUSF “can operate detached for up to 48 hours’ (FM 8-55 1994b, 5-33) but requires
service and administrative support. The HUSF when detached from the main hospital
must be supported by at least an echelon-11 medical unit. “The HUSF . . . will be
dependent upon the unit to which it is attached . . . for medical laboratory, x-ray, medical

resupply, and medical regulating support” (FM 8-10-13 1992, 2-3). However, if the
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HUSF is separated from the rest of the MASH, the HUSM, remains a viable hospital
capable of providing echelon-I11 care. The MASHs modular design and small size allows
its employment in any of the SSC operations similar to those of recent history without
tailoring or task organizing. Y et because of its limited size it may not fully meet the
reguirements of larger SSC operations, thus requiring the employment of multiple units.
However, deploying multiple fixed structured units is more favorable than deploying a
unit or units that requires task organization. For flexibility the 30-bed MASH received a
performance rating of 3--largely meets the intended goal.

3b. Isthe MASH deployable enough to provide echelon-111 CHS for SSC
operations? The MASH is structured so that one UTC identifies the whole unit.
Additionally, if the whole unit is not required for an operation, planners can identify it by
two separate UTCs - one for the HUSF and one for the HUSM. Based on this TOE
structure the unit has the ability to develop firm load plans prior to receiving deployment
orders. Actually, FM 8-10-13, appendix E provides a tactical standard operating
procedure for unit movement that includes detailed load plans for the entire unit (1992).
The MASH requires two C-5 aircraft to deploy all of its vehicles and equipment and less
than one C-5 if only deploying the HUSF. For deployability the MASH received a
performance rating of 4--completely meets the intended goal.

3c. Does the MASH have enough mobility to provide echelon-111 CHS for SSC
operations? The 30-bed MASH is doctrinally 100 percent mobile. Based on the TOE and
sample load plansin FM 8-10-13 it has the capability to transport 100 percent of its
equipment and supplies organically (1992). However, seating for personnel is limited to

seventy-seven spaces. With arequired strength of 105 the unit is only capable of
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transporting seventy-three percent of its personnel in one lift. A twenty-eight seat
shortfall would require external support of at least two five-ton vehicles or a bus. The
MTP establishes the standard for the MASH to relocate and establish operations at just
over twenty-four hours. For mobility the MASH received a performance rating of 3--
largely meets the intended goal.

3d. Does the MASH have enough full-spectrum capability to provide echelon-111
CHS for SSC operations? The MASH has three ICUs and organic general, orthopedic,
and thoracic surgery capability. It lacks any capability to provide dental services, sick-
cal, physical exams, or other medical services unless augmented. The structure is fully
weighted toward high intensity combat casuaties. Even for the smaller SSC operations,
this unit alone is not capable of providing all medical services required. It must either be
attached to an echelon-11 medical unit or augmented with personnel and equipment to
perform medical services at the lower end. The MASH is capable of transitioning from
one operation to another while maintaining unit integrity provided the operations are at
the higher end of the spectrum. However, because of its size, the MASH could be a
viable option to satisfy the surgical and holding requirements for the type of SSC
operations in recent history and viable in MTW operations. For full-spectrum capable the
MASH received a performance rating of 2--partially meets the intended goal .

3e. Does the MASH have an appropriately reduced footprint/ economy to provide
echelon-11l CHS for SSC operations? The MASH has the following footprint
characteristics: 30-bed capacity and 2 C-5 aircraft to deploy. The footprint calculation is

shown in the following equation:



Average Number

Number of Beds (30) X of C-5to Deploy (6.25) = .97
Average Number (96.75) Number of C-55  (2)
of Subjects Beds to Deploy Subject

For reduced footprint/economy the MASH received a performance rating of 3--largely
meets the intended goal.

How well does the 25-bed Expeditionary Medical Support + 25 (EMEDS+25)

provide echelon-I11 CHS for SSC operations? The Air Force's EMEDS/AFTH is a deploy

hospital system designed around a building block approach for providing up to echelon-
Il medical care in the theater of operation. “The role of the AFTH is to provide
individual bed-down and theater-level medical/dental services for deployed forces or
select population groups within the entire spectrum of Small-scale Contingencies (SSCs)
through Major Theater War (MTW)” (ACC 1999, 1). Theoretically any number of
building blocks could be combined to develop an AFTH as large as desired. However, the
EMEDS/AFTH system is doctrinally designed to provide echelon-11 medical care with
limited holding capability up to afully functional 114-bed echelon-111 hospital. The
limitation to 114-bed appears to be driven partialy by budget and force devel opment
constraints but mainly by the Air Force's assessment of capabilities required. Because this
study is focused on SSC operations the EMEDS+25 hospital is used for evaluation
purposes. The EMEDS+25 includes three primary increments. The complete EMEDS+25
force structure, capabilities, and requirements are detailed in figure 5. The platform was

evaluated against each of the criterion thus addressing secondary questions 4a through 4e
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25 BED Medical Team 3
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Figure 5. EMEDS+25 Characteristics

4a. |s the EMEDS+25 flexible enough to provide echelon-111 CHS for SSC
operations? The complete EMEDS+25 platform is composed of three modules--called
“increments’ by the Air Force. The three increments are EMEDS Basic, EMEDS+10,
and EMEDS+25. The three increments together can be deployed as an early entry
echelon-111 hospital. If a smaller early entry hospital is required the first two increments
can stand-alone and provide echelon-I11 support. Aside from the EMEDS Basic, the
increments cannot function independently. However, the increments themselves are
modular. The increments are “composed of UTC building blocks providing personnel and
equipment to meet specific operational requirements’ (ACC 1999, 2). For example, the
EMEDS Basic is composed of eight building blocks. Not all of the building blocks are

required to deploy in order to make EMEDS Basic a functional element. Moreover, there
56



are over twenty-five additional but separate “medical augmentation” building blocks,
each with separate UTCs, that can be selected for employment with an EMEDS Basic
element. Consequently, the EMEDS/AFTH system design allows planners significant
latitude to tailor a force package without having to develop derivative UTCs. However,
planners must ensure the various building blocks selected are collectively supportable.
Specialty teams deployed solely with EMEDS Basic may not have the infrastructure
required to provide their service. Once an EMEDS+25 unit is in theater it is not
doctrinally designed to conduct split-based operations. None of the three increments can
be separated from the structure to provide an additional functional element. The
EMEDS+25 modular design and small size allows its employment in any of the SSC
operations similar to those of recent history. Further, the modularity of the system as a
whole allows employment of additional building blocks to expand the EMEDS+25 in
order to meet the medical requirements of larger SSC operations. However, the
EMEDS+25 is composed almost completely of medical personnel. The CONOPS manual
indicates “ base support personnel will be needed to connect this system to the base
infrastructure” (ACC 1999, 38). The manual provides along list of personnel and support
requirements, which, by assumption, includes the existence of a base support structure
capable of supporting the unit. The unit cannot function geographically separated from a
base support structure. For flexibility the EMEDS+25 received a performance rating of 3-
-largely meets the intended goal.

4b. |s the EMEDS+25 deployable enough to provide echelon-I111 CHS for SSC
operations? The standard EMEDS+25 structure contains seventeen UTCs. Depending on

the reference, the “resupply” building block for each of the three increments may or may
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not be considered part of the standard EMEDS increment. Conseguently, planners may
indicate that between fourteen and seventeen UTCs identify the whole unit. Each of the
UTCs have a standardized load plan that includes a detailed listing of everything from
personnel required, down to number of pallets and boxes required of each load plan. The
EMEDS+25 requires approximately one C-5 aircraft to deploy all of its equipment. For
deployability the EMEDS+25 received a performance rating of 4--completely meets the
intended goal.

4c. Does the EMEDS+25 have enough mobility to provide echelon-111 CHS for
SSC operations? The EMEDS+25 is doctrinally zero percent mobile. This platform is
designed to be flown into theater and with significant assistance of base support
personnel, facilities, and equipment establish operations on the airfield or in near
proximity. It has no organic vehicles. For mobility the EMEDS+25 received a
performance rating of 1--fails to meet the intended goal.

4d. Does the EMEDS+25 have enough full-spectrum capability to provide
echelon-111 CHS for SSC operations? The EMEDS+25 provides a very balanced medical
capability. Its organic medical capabilities include aerospace medicine, preventive
medicine, dental, primary care, emergency care, critical care, trauma surgical
resuscitation and stabilization, and postoperative holding up to twenty-five patients. It
does not have organic mental health specialists. Overall the design limits the ability to
provide services anywhere except at the hospital or perhaps on the base to which it is
assigned. Further, the design limits its ability to support ground units that are operating at
extended distances from the base. Because of its heavy reliance on base support assets its

utility in smaller and extended lines of communication type operations is significantly
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reduced. The ahility to transition from one type of operation to another is limited. With
only the EMEDS Basic being capable of functioning independently, it would basically
require the whole EMEDS+25 platform to first disengage from one operation before
moving to provide support elsewhere. For full-spectrum capable the EMEDS+25
received a performance rating of 3--largely meets the intended goal.

4e. Does the EMEDS+25 have an appropriately reduced footprint/ economy to
provide echelon-111 CHS for SSC operations? The EMEDS+25 has the following
footprint characteristics: 25-bed capacity and one C-5 aircraft required to deploy. The
footprint calculation is shown in the following equation:

Average Number

Number of Beds (25) X of C-5to Deploy (6.25) = 161
Average Number (96.75) Number of C-5s (1)
of Subjects Beds to Deploy Subject

It is clear the EMEDS provides a significant capability in proportion to the assets its
organic structure consumes. However, the footprint calculation for the EMEDS+25 is
somewhat skewed due to its significant reliance on base support. Without vehicles,
support equipment, or living quarters for its personnel the EMEDS+25 uses only a very
small footprint for the movement and establishment of its organic equipment.
Consequently, a more thorough analysis than is possible with this study is required to
develop a comparable footprint calculation for the EMEDS+25. Therefore, without
clearer data the EMEDS+25 is evaluated conservatively for reduced footprint/economy; it
received a performance rating of 3--largely meets the intended goal.

Step 4--Organize information in a comparison matrix and analyze results

The comparison matrix shown below was populated with the ratings obtained in

step 3 of the model. Recall that the 1-to-4 ratings were based on an ordinal scale.
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However, in the table the ratings were treated as interval scale values and used to
calculate an overall score for each of the subjects. As stated before there is no guarantee
of equality of the interval between the 1-to-4 values so truly scientific results are
guestionable. More importantly, the overall scores are provided merely as means of
visually depicting a side-by-side view of how the subjects compare in meeting the
cumulative goals of the five criteria. For comparison purposes a subject that completely
meets all of the intended goals would score 20 and a subject that failed to meet any of the
goals would still register a score of 5. The comparison of the subjects' performanceis
conducted in step 5 of the model and presented in the next chapter. The comparison

matrix is provided in table 3.

Table 3. Comparison Matrix

Criterial Full- Reduced
. Flexible | Deployable | Mobile | spectrum | Footprint/ Total
Subject
Capable | Economy
248-bed
CsH 2 1 1 3 3 10
84-bed
Hospital ! 2 2 2 2 o
30-bed
MASH 3 4 3 2 3 15
25-bed
EMEDS+25 3 4 ! 3 8 14

Step 5--Interpret and report results

Step 5 reports the results by answering the subordinate question relative to each
platform in an advantages and disadvantages type format. An overall summary that

interprets the findings is presented at the end of step 5.
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How well does the 248-bed MRI CSH (Corps) (TOE 08955A000) provide

echelon-111 CHS for SSC operations? Though not included in this study, it appears as if

standardization is one of the most significant factors contributing to the AMEDD's plan
regarding converting al deployable hospitals to 248-bed CSHs. Further study in this area
would be helpful, but it seems obvious that advantages are gained from standardization.
Under the current personnel system where soldiers are transferred from unit to unit, a
single standardized platform should at a minimum reduce familiarization and training
requirements. The other important advantage for the CSH is its full-spectrum capability.
The full-spectrum capability inherent in the CSH structure means that for any given SSC
operation, one unit can usually be tasked to satisfy al requirements which eliminates
pulling pieces together from across the Army in order to accomplish one mission. Though
the CSHs footprint as calculated for this study is very reasonable for the capability it
provides, its considerable size results in challenges when supporting SSC operations.
Further, the CSH's structural shortfalls with regard to flexibility, deployability, and
mobility virtually ensures that for every SSC mission a CSH will have to task organize or
tailor an ad hoc package for deployment. Under those circumstances much of the
advantage gained from standardization is lost as standard operating procedures, packing
lists, and load plans are scratched and new procedures are carved out at the last minute.
More importantly, substantial tailoring will cause units to experience a lesson already
learned by the Air Force. That is tailoring for deployment “had an adverse effect on
morale” and “destroyed both the formal and informal |eadership and group dynamics of

the unit” (GAO 19933, 12).
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How well does the 84-bed hospital company (TOE 08958A000) provide echelon-

[11 CHS for SSC operations? The 84-bed hospital company as a stand-alone hospital has

no notable advantages. What little advantage it has over the CSH in terms of
deployability and mobility is lost due to lack of flexibility and full-spectrum capability.
Aside from the fact that its current structure does not include the necessary command and
control elements, it is substantially hindered by not having a set structure and UTC for
the 44-bed early entry module. As currently documented, even if the whole company was
called on to support any type operation it would have to develop a derivative UTC in
order to deploy. Furthermore, even though the size of the hospital was reduced, no
considerable efficiencies were gleaned in the administrative portion of the hospital so its
footprint results are worse than the other platforms analyzed.

How well does the 30-bed Mobile Army Surgical Hospital (TOE 08765L 000)

provide echelon-111 CHS for SSC operations? Of the platforms analyzed, the MASH is

clearly the best balanced with regard to al five characteristics required to support SSC
operations. Its deployability and footprint characteristics appear to be compatible with
present and emerging constraints. Its mobility is arguably its strongest point. Originally
conceived to support a combat division in mobile operations, its mobility characteristics
crosswalk nicely with the SSC requirement. Further, its ability to conductsplit based
operations greatly increases its flexibility and enables it to more readily conform to
mission needs. The biggest advantage in the MASH is that unlike the other three
platforms it is not completely lacking in any of the areas analyzed in this study. However,
that is not to say it free of shortfals. It is lacking in the area of full-spectrum capability. It

can provide a full range of medical services even at the lower end of the spectrum, but
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with its heavy emphasis on surgical capability it is not nearly as efficient as the
EMEDS+25 platform. Nor is it efficient enough to handle most SSC operations without
either lower ended medical augmentation or being co-located with an echelon-I11 medical
company.

How well does the 25-bed Expeditionary Medical Support + 25 (EMEDS+25)

provide echelon-I11 CHS for SSC operations? The EMEDS+25 incorporates many

aspects that are advantageous in echelon-111 hospitalization for SSC operations. Its
deployability and full-spectrum capability are unsurpassed by the other platforms. The
building block approach using multiple UTCs indescribably aids planners when
developing the force package for a given mission. However, as advantageous as these
aspects are and though it rated high on the comparison matrix, its limitations make it an
unworkable solution for the Army. The primary disadvantages are the total lack of
mobility and its complete reliance upon base support units for everything from cots to
power generation to transportation. This “footprint” limitation would require a complete
overhaul of Army support doctrine. Furthermore, though its flexible in terms of the
number of resources initially committed to an operation, its ability to conduct split-base
operations and adapt once in theater is restricted. Though it is not a structure that the
Army could adopt outright, certain aspects appear to be easily adopted and incorporated
into Army echelon-111 structures.

Summary. A quick review of the comparison matrix might lead one to believe that
the 30-bed MASH is the solution to echelon-111 hospitalization in SSC operations.
However, after reviewing the advantages and disadvantages of each platform analyzed in

this study, it is clear that the MASH in and of itself is not the solution. Moreover, the
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results do not indicate that the 248-bed CSH no longer has a role in the AMEDD
inventory. In fact, quite the opposite seems apparent to the author. The CSH possess
unique and desirable capabilities particularly with regard to supporting MTW type
operations.

None of the platforms studied completely possess the characteristics nor meet the
flexibility, mobility, deployability, full-spectrum capability, and reduced footprint/
economy requirements associated with providing echelon-111 hospitalization support to
SSC operations. DEPMEDS is certainly one of the limiting factors. Under the Cold War
and MF2K scenarios where the opponent with the greatest mass was expected to prevalil,
DEPMEDS is quite practical. It performs well with regard to the issue of mass and it has
the added bonus of substantial modularity and standardization. However, DEPMEDS
equipment cannot be entirely blamed for the shortfalls in the platforms analyzed. Three of
the four platforms possess certain characteristic that if combined would provide the Army
with an Interim Force hospitalization solution to SSC operations. These characteristics
are present, in some cases, in spite of DEPMEDS. And it appears they can be modified
and incorporated into a single hospital structure with limited resources. The changes that
could be made now with existing resources that would enable the AMEDD to meet short-
term obligations and remain relevant are presented in chapter 5 in the conclusions and

recommendations sections.



CHAPTER 5
CONCLUSIONS AND RECOMMENDATIONS

This qualitative study was designed to examinethe US Army Interim Force field
hospitalization requirements in SSC operations and the AMEDD's ability to adequately
fulfill the requirements under present and emerging conditions. The primary research
guestion asked was. Does the US Army Interim Force need a strategically deployable,
100 percent mobile hospital that is smaller than the 248-bed CSH to provide echelon-11|
CHS for military operations short of a MTW? The study employed a five-step qualitative
research method. Steps one and two are presented in chapter 3 and steps three through
five are presented in chapter 4. In general, evidence was collected and each of the
subjects were evaluated against the five criteria considered most significant for an
echelon-111 hospital to possess in supporting SSC operations. The subjects were analyzed
separately in terms of each criterion and rated accordingly.

Conclusions

The answer to the primary research question is clearly a“yes’--a smaller, more
deployable, 100 percent mobile echelon-I11 hospital is needed to support SSC operations.
The Military Health Services 2020 Operations Other than War (OOTW) Report states,

The period between now and 2020 promises to be an erain which OOTW [SSC

operations] will be a predominant military activity, where OOTW will expand to

include a variety of novel mission types, and where health-related capabilities can

be an important tool for protecting our national security. A growing emphasis on

OOTW will put new demands on the military health system that go beyond

anything that is seriously being considered or planned for today. (1998, 2-25)
The “new demands’ referred to in the OOTW report are largely represented by the five

criteria found to be most critical for an echelon-I11 hospital to possess in order to support

SSC operations: flexibility, deployability, mobility, full-spectrum capability, and reduced
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footprint/economy. This study's findings clearly demonstrate these demands exceed
current capabilities, but more importantly, they exceed the capabilities and functions of
the MRI CSH and the other platforms analyzed here. But the most relevant conclusion to
result from this study is not found in the evaluation of the four platforms, rather itisin
the necessity for future echelon-111 hospitals to possess the characteristic defined as
criteriain this study. This conclusion cannot be overstated knowing that the AMEDD's
MRI plan with regard to hospitalization fails to adequately address the characteristics
required of an echelon-111 hospital to support SSC operations under present and emerging
conditions. Further emphasis on the significance of the characteristics is provided below.

Flexibility and Full-Spectrum Capability. Recent SSC operations emphasize the

requirement for echelon-111 medical units to be full spectrum capable and possess the
flexibility to relocate and or provide split-base support. Possessing only non-modular,
high-end surgical capability--as typical US Army platforms--in support of a peacekeeping
or humanitarian assistance type mission renders a unit virtually irrelevant. The ability to
tailor or task organize for a mission must be built into the structure without causing the
unit to develop a derivative UTC in order to deploy. The EMEDS+25 was the only
platform analyzed that possesses a sufficient degree of full-spectrum capability. Though
the flexibility of the MASH exceeds the other platforms its components require minor
improvements to extend their ability to function independently and take on attachments
as required.

Deployahility. A hospital supporting a SSC operation must be as deployable as
the force it is required to support. It must have designated UTCs at small enough building

blocks that enable the unit to develop standard load plans for each UTC without the threat
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of having to change each one prior to deployment. The MASH and EMEDS+25 both
preformed well with regard to the deployability evaluation. Their strengths in is area must
be duplicated in deployable hospitals that are likely to support SSC operations.

Mohility. Footprint in many ways furthers the necessity of being capable of
moving independently. In SSC operations all support units will aim to minimize their
footprint. Transportation units will not have excess capacity to move hospitals. In order
to stay in acceptable proximity to the force supported an echelon-111 hospital must be 100
percent mobile. Mobility is clearly one of the more challenging characteristics to build
into a hospital structure. Advances in technology with regard to transportation and
aternatives to DEPMEDS will likely hold the long-term solution to this issue. However,
for the Interim Force, mobility in echelon-111 hospitals is required now. With the
exception of the MASH, the platforms analyzed all lacked in mobility. And even the
MASH platform highlighted the need to also address personnel mobility and not just the
mobility of unit's supplies and equipment.

Reduced Footprint/Economy. The historical perspective combined with the

analysis conducted for this research certainly underscores the deficiencies in the current
Army hospital system. It is clear that even without Objective Force technologies the
requirement exists to greatly reduce the hospitalization footprint in theater. In the
deployment process medical units must compete with the movement of troops, combat
materiel, and sustainment supplies. This fact drives the requirement to take only essential
personnel, supplies, and equipment. Efficiency is key in reducing the footprint of a
hospital. To be relevant a hospital must maximize capability while minimizing the space,

resources, and aircraft it consumes.
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Those critical of the past performance of echelon-111 hospitals may use the
conclusions presented together with the US military evacuation capabilities to argue that
echelon-111 hospitalization could or should be eliminated from the force mix for SSC
operations. Technology advocates may claim that a facility to stabilize and prepare
patients for evacuation is all that is needed. However, if structures were designed under
the premise of complete reliance upon evacuation it would eliminate nearly all the
requirement to build flexibility, mobility, and full-spectrum capability into an echelon-111
platform. Because the weather, maintenance, and the enemy are still not completely
controllable, these characteristics are essential. Clearly, relying on the unrealistic solution
of implementing a zero day evacuation policy for SSC operations is analogous to
assuming away the problem. Perhaps the most relevant argument for all five
characteristics is a quote attributed to Tamerlane, “It is better to be on hand with 10 men
than to be absent with ten thousand” (Steele 2001, 5).

This research was not intended or designed to reveal new technology, techniques,
or doctrine that would or could satisfy al the hospitalization concerns for the Interim
Force during SSC operations. And while none of the conclusions represent a large
departure from familiar warfighting tenets, their application to echelon-111 hospitalization
for SSC support is perhaps new, yet clearly required. In total, these aspects appear to be
more exemplary of common sense than any particular wisdom, but perhaps putting this
“common sense” in one place will be of some benefit to force developers and planners.
Also, this study does not constitute a comprehensive solution to the Interim Force
hospitalization requirements for SSC operations. Rather, it is intended to encourage

discussion and perhaps provide a point of reference for doctrine and force developers.
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Recommendations

Though Steven Metz' article 23 Strategic Asymmetry is primarily referring to
combat arms capabilities, his message is pertinent to the AMEDD and hospital units. He
states, “All reasonable steps should be taken to avoid dependence on any single
operational method or system” (2001, 7). The AMEDD must act today in order to
develop a hospitalization system relevant for al types of military operations. TRADOC
was correct in saying “contemporary operational issues--warfighting needs of soldiers
and units engaged somewhere in the world--take precedence over future requirements’
(TRADOC 19964, 14). Relying solely on the 248-bed MRI CSH and waiting on OF
technologies to solve SSC issues is clearly arisky proposition. Consequently, the overall
recommendation, if nothing else, is to evaluate and make changes to the CSH centric
MRI plan that will in some way address the flexibility, deployability, mobility, full-
spectrum capability, and reduced footprint/economy requirements of SSC operations.

Obviously Total Army Analysis and the budgeting processes significantly affect
force development and force structure changes. These processes are time consuming and
possess an inertia that often makes short term changes difficult. Consequently, affordable,
near term solutions to the redesign of at least some hospitals may be all that is possible.
Most of the hospitals scheduled to convert to MRI CSHs have not yet done so. Although
funding is aready programmed for their conversions and perhaps it may be used to
implement some of the recommendation provided here. To work within the constraints
listed, the author recommends converting a few of the AMEDD's deployable hospitals to
amore adaptive structure than that of the MRl CSH. While it is beyond the scope of this

research to design a new hospital structure, several ideas are presented that incorporate
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the finding of the research. These seemingly inexpensive techniques to create adaptive
hospital structures that possess an acceptable level of flexibility, deployability, mobility,
full-spectrum capability, and reduced footprint/economy are listed below:

1. Infuse aready existing technology into hospital platforms. Telemedicine is
particularly promising technology. It can enable a unit to be more full spectrum capable
even if medical professionals and equipment are not physically located with the hospital.
Further, it allows an organization to possess medical capability and flexibility while
reducing the footprint.

2. Design the CSH with an EMEDS building block structure. First, ensure each
element in the overall structure is specified on the TOE with a separate UTC established.
The core building blocks should include two identical mini-hospitals that have basic
surgical and holding capabilities and primary care and diagnostic capabilities. This
feature ensures flexibility and full-spectrum capability. To enhance flexibility the
remainder of the overall structure should be comprised of multiple building blocks, each
with separate UTCs. The MASH could be used as a starting point with regard to size for
the two core building blocks, but the surgical capabilities should be about equivalent to
that of a FST and the holding capabilities should start at no more than one 10-bed ICU.
This would aid both in deployability and reduced footprint/economy. Additionally, like
the MASH, the core building blocks should be 100 percent mobile and capable of
conducting stand alone operations indefinitely. None of these ideas prevent the overall
structure from being expandable to 248-beds if retaining that capability is desired.

3. Train echelon-111 units to be more deployable, mobile, and flexible.

Commanders and unit personnel must understand the dynamics and capabilities of a
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building block type unit. It would be counter productive to design new platforms with
enhanced capability and still have units “tailoring” for deployment. Without proper
training units would still lack flexihility, deployability, and mobility.

Areas for Further Research

Several topics beyond the scope of this thesis presented themselves during the
research for this study. These topics are significant to the force structure development of
echelon-111 hospitals for the Army and the joint community in all types of operations.
Moreover, they are particularly relevant to the discussion of SSC operations where
flexibility, deployability, mobility, full-spectrum capability, and reduced footprint/
economy are critical characteristics. First, the assumptions made in order to conduct this
study require validation and are worth study themselves. Second, is there any utility in
continuing to make a distinction between echelons 11 and IV? Certainly for SSC
operations the distinction is insignificant and may only aid in confusing a tasked unit with
regard to deployability and full-spectrum capability. Third, evacuation policy is critical in
determining the flexibility, mobility, and footprint characteristics that an echelon-I11
facility must possess for any given operation. Therefore, does the AMEDD and joint
community need a base line evacuation policy in order to develop echelon-I11 platforms?
Finally, does the AMEDD and joint community need to develop a standard position
concerning definitive care versus essential care in theater? This issue directly relates to
the flexibility and full-spectrum capability characteristics that an echelon-111 facility must
possess in supporting SSCs. These areas al directly influence the decisions that force

developers and planners must consider when organizing echelon-111 hospitalization.

71



REFERENCE LIST

ACC (Air Combat Command). 1999. Concept of Operations for Expeditionary Medical

Support (EMEDS)/Air Force Theater Hospital (AFTH) System Langley Air Force
Base, VA: Office of the Command Surgeon.

. 2000. EMEDS Briefing Slides. Langley Air Force Base, VA: Office of the
Command Surgeon.

. 2002. Air Force Handbook, 107th Congress, Second Session. Washington,
DC: Department of the Air Force. Available from http://www.af.mil/lib/congress/
2002/2002handbook.pdf. Internet Accessed on 28 August 2002.

AMEDD (Army Medical Department). 1999. Medical Reengineering Initiative
Information Briefing. Fort Sam Houston, TX: AMEDD Center & School.

. 2000. Medical Reengineering Initiative Information Briefing. Fort Sam
Houston, TX: AMEDD Center & School.

. 2002a. Medical Reengineering Initiative Information Briefing. Received from
Mr. Larry Wild, Chief, MRI Program Implementation Office.

. 2002b. Key Enablers of AMEDD Transformation. Army Medical Department

Home Page. Available from http://www.armymedicine.army.mil. Internet
Accessed on 28 August 2002.

AMEDD Lessons Learned. 1989. Medical Centers as Level 3 Combat Zone Hospitals.
Available from http://lessonslearned.amedd.army.mil. Internet Accessed on 22
October 2002.

. 1990. FAST Teams. Available from http://lessonslearned.amedd.army.mil.
Internet Accessed on 22 October 2002.

. 1991a. AMEDD Personnel Peacetime Training and Experience. Available

from http://lessons earned.amedd.army.mil. Internet Accessed on 22 October
2002.

. 1991b. Unit Cohesion. Available from http://lessonslearned.amedd.army.mil
Internet Accessed on 28 August 2002.

. 1992a. Deficiencies in the Deployability, Mobility and Sustainability of
Hospital Units. Available from http://lessonslearned.amedd.army.mil. Internet
Accessed on 28 August 2002.

. 1992b. Logistics--Transportation--Organic. Available from
http://lessonslearned.amedd.army.mil. Internet Accessed on 28 August 2002.

72



. 1993. U.S. Air-force Air Transportable Hospital (ATH). Available from
http://lessonslearned.amedd.army.mil. Internet Accessed on 28 August 2002.

ARTEP 8-855-(MRI)-MTP. 2000a. See Department of the Army. 2000a.
ARTEP 8-765-30-MTP. 1993. See Department of the Army. 1993.

Baird, Nancy D. 1979. There is No Sunday in the Army: Civil War Letters of Lunsford P.
Yandell, 1861-62. The Filson Club History Quarterly 53, no. 3 (July): 317-327.

Beaty, Scott. 1997. The Revolution in Military Medical Affairs. Parameters27, no. 4
(winter): 60-72.

Blake, Butch O. 2000. Testing and Evaluation of the Northrop Grumman Corporation
Model 9602 Life Support for Trauma and Transport (LSTAT) Unit Part Number
ATBX01006A002. Brooks AFB: U.S. Air Force Research Laboratory.

CALL (Center for Army Lessons Learned). 1994. Teamwork, Cohesion, and Esprit. Fort
Leavenworth, KS: CALL. Available from http://call.army.mil. Internet Accessed
on 7 November 2002.

Carrall, Dale A. 1996. The Role of the U.S. Army Medical Department in Domestic
Disaster Assistance Operations. Lessons Learned for HA. Available from
http://lessonslearned.amedd.army.mil. Internet; accessed 20 January 2003.

Cary, John N. 2002. U.S. Army Command and General Staff College. C500 -
Fundamentals of Operational Warfighting course material. Fort Leavenworth:
USACGSC, August 2002.

CASCOM (United States Army Combined Arms Support Command). 2002. Force X XI

Presentation. Available from http://www.cascom.army.mil/ Internet Accessed on
8 December 2002.

Cecchine, Gary, David Johnson, John R. Bondanella, and J. Michael Polich, eds. 2001.
Army Medical Strategy: Issues for the Future. Santa Monica: RAND Arroyo
Center.

Cecchine, Gary, David Johnson, Walter Perry, and C. Ross Anthony, eds. 1999. Army
Medical Support to the Army After Next: Issues and Insights from the Medical
Technology Workshop. Santa Monica: RAND Arroyo Center.

Clark, Wesley K. 2001. Waging Modern War: Bosnia, Kosovo, and the Future of
Combat. New York: PublicAffairs.

73



Clyburn, Conrad A., Gary R. Gilbert, Timothy J. Cramer, and Roy K. Lea, eds. 1997.
Development of Emerging Telemedicine Technologies within The Department of
Defense: A Case Study of Operation Joint Endeavor in Bosnia. Acquisition
Review Quarterly 4, no.1 (winter): 101-126.

Cosmas, Graham A. and Albert E. Cowdrey. 1992. The Medical Department: Medical
Service in the European Theater of Operations. Washington, D.C.: Center of
Military History.

Davis, Lois M., Susan D. Hosek, Michael G. Tate, and Mark Perry, eds. 1996. Army
Medical Support for Peace Operations and Humanitarian Assistance. Santa
Monica: RAND Arroyo Center. MDA903-91-C-0006.

Davis, Paul K., David C. Gompert, Richard J. Hillestad, and Stuart Johnson. 1998. Issue
Paper: Transforming the Force, Suggestions for DoD Strategy. Santa Monica:
RAND Arroyo Center.

Dedl, Virgil T. 1997. Corps level Medical Support in Haiti. Carlisle Barracks, PA: U.S.
Army War College. 22 May 1997.

Department of the Army. 1992, Field Manual (FM) 8-10-13 Employment of the Mobile
Army Surgical Hospital. Washington, D.C.: Government Printing Office.

. 1993. ARTEP 8-765-30-M TP, Mission Training Plan for the Maobile Army
Surgical Hospital (MASH). Washington, D.C.: Government Printing Office.

. 1994a. Field Manua (FM) 8-10-14, Employment of the Combat Support
Hospital. Washington, D.C.: Government Printing Office.

. 1994b. Field Manual (FM) 8-55, Planning for Health Service Support.
Washington, D.C.: Government Printing Office.

. 1996a. Requirements Determination;: TRADOC. Fort Monroe: Training and
Doctrine Command.

. 1996b. TRADOC Pamphlet 525-50, Military Operations, Operational
Concept for Combat Health Support. Fort Monroe: Training and Doctrine
Command.

. 1997a. Field Manua (FM) 8-10-25, Employment of the forward Surgical
Team (FST). Washington, D.C.: Government Printing Office.

. 1997b. Field Manual (FM) 8-42, Combat Health Support in Sability and
Support Operations Washington, D.C.: Government Printing Office.

. 1997c. TRADOC Pamphlet 525-66, Future Operational Capability. Fort
Monroe: Training and Doctrine Command.

74



. 1998. Army Modernization Plan (AMP) Update Process, Annex L: Combat
Health Support. Available from http://cs.amedd.army.mil. Internet Accessed on
28 August 2002.

. 1999. Field Manua (FM) 22-100, Army Leadership: Be, Know, Do.
Woashington, D.C.: Government Printing Office.

. 2000a. ARTEP 8-855(MRI)-MTP, Mission Training Plan for the Combat
Support Hospital (Medical Reengineering Initiative.) Washington, D.C.:
Government Printing Office.

. 2000b. Field Manual (FM) 4-02.10, Theater Hospitalization. Washington,
D.C.: Government Printing Office.

. 2001a. Field Manua (FM) 1, The Army. Washington, D.C.: Government
Printing Office.

. 2001b. Field Manua (FM) 3-0, Operations Washington, D.C.: Government
Printing Office.

. 2001c. Field Manual (FM) 4-02.1, Combat Health Logistics. Washington,
D.C.: Government Printing Office.

. 2001d. United States Army White Paper; Concepts for the Objective Force.
Washington, D.C.: Government Printing Office.

. 2002. Field Manual (FM) 7-0, Training the Force. Washington, D.C.:
Government Printing Office.

Department of Defense. 1998. DoD 5136.1-P, Medical Readiness Srategic Plan (MRSP)

1998-2004. Fort Belvoir: Office the Assistant Secretary of Defense for Health
Affairs.

. 2000. Force Health Protection. Medical Readiness Division, J-4, The Joint
Staff. McLean, VA: Logistics Management Institute.

. 2001. Quadrennial Defense Review. Washington, D.C.. Government Printing
Office.

. 2002. National Military Strategy (Draft). Washington, D.C.: Government
Printing Office.

Department of the Navy. 2002. U.S. Navy Web Page. Available from http://www.
navy.mil. Internet Accessed on 6 November 2002.

Dunlap, Charles J. Jr. 1997. 21st-Century Land Warfare: Four Dangerous Myths.
Parameters 27, no. 3 (autumn): 27-37.

75



ERMC (European Regional Medical Command). Office of the Medical Director Clinical
Operations. 2003. Letter to the author Fort Leavenworth, KS. April 2003.

Friedman, Thomas L. 2000. The Lexus and the Olive Tree Revised edition. New Y ork:
Farrar, Straus and Giroux.

FM 8-10-13. 1992. See Department of the Army. 1992.
FM 8-10-14. 1994a. See Department of the Army. 1994a.
FM 8-55. 1994h. See Department of the Army. 1994b.
FM 8-10-25. 1997a. See Department of the Army. 1997a.
FM 22-100. 1999. See Department of the Army. 1999.
FM 4-02.10b. 2000. See Department of the Army. 2000b.
FM 1. 2001a. See Department of the Army. 2001a.

FM 3-0. 2001b. See Department of the Army. 2001b.

FM 4-02.1. 2001c. See Department of the Army. 2001c.
FM 7-0. 2002. See Department of the Army. 2002.

Funk, Deborah. 2002. Afghan Deployment Exposes Surgical Teams' Needs. Army Times
62, no. 44, (May 27): 32.

Gabriel, Richard A., and Karen S. Metz. 1992. A History of Military Medicine: From the
Renaissance Through Modern Times Vol. 2. New Y ork: Greenwood Press.

GAO. 1993a. See United States General Accounting Office. 1993a.
GAO. 1993h. See United States General Accounting Office. 1993b.
GAO. 1995. See United States General Accounting Office. 1995.
GAO. 1996. See United States General Accounting Office. 1996.

Hackman, J. Richard, ed. 1990. Groups That Work (and Those That Don't): Creating
Conditions for Effective Teamwork. San Francisco: Jossey-Bass Publishers.

Hellriegel, Don, John W. Slocum, Jr., and Richard W. Woodman. 2001. Organizational
Behavior. 9th ed. Cincinnati: South-Western College Publishing.

Henthorne, Stephen E. 1998. Technical Developments in Far Forward Medical Support
for the 21st Century Warfighter. RUS Journal 143, no.5 (October) 39-42.

76



Hickins, Kenneth E. 2002. Strategic Mobility: The U.S. Military's Weakest Link. Army
Logistician 34, no. 6 (November-December): 2-7.

Holder, L. D. 1988. Moving the Heavy Division. Military Review 68, no.7 (July): 35-49.

Hosmer, Stephen T., Maren Leed, David Persselin, and Jerry M. Sollinger, eds. 1997.
Issue Paper: Bettering the Balance: Large Wars and Small Contingencies. Santa
Monica: RAND Arroyo Center.

Huntington, Samuel P. 1997. The Clash of Civilizations and the Remaking of World
Order. New York: Touchstone.

JHSS Vision 2010. 1997. See Joint Chiefs of Staff. 1997.

Joint Chiefs of Staff. 1996. Joint Vision 2010. Washington, DC: Government Printing
Office.

. 1997. Joint Health Service Support Vision 2010. Washington, DC: Office of
the Joint Chiefs.

. 1998. Military Health Services 2020: Operation Other Than War (OOTW)
Report. Washington, DC: Office of the Joint Chiefs.

. 2000. Joint Publication (JP) 4-0, Doctrine for Logistics Support of Joint
Operations. Washington, DC: GPO.

. 2001. Joint Publication (JP) 4-02, Doctrine for Health Service Support in
Joint Operations. Washington, DC: GPO.

JP 4-0. 2000. See Joint Chiefs of Staff. 2000.
JP 4-02. 2001. See Joint Chiefs of Staff. 2001.
Joint Vision 2010. 1996. See Joint Chiefs of Staff. 1996.

Kaplan, Robert D. 2000. The Coming Anarchy: Shattering the Dreams of the Post Cold
War. New York: Random House.

Krathwohl, David R. 1998. Methods of Educational & Social Science Research: An
Integrated Approach. New York: Addison-Wesley Educational Publishers, Inc.

Kozaryn, Linda D. 1997. Bosnia-A Look Back. Soldiers52, no. 3 (March): 13.

Macgregor, Douglas A. Center for Strategic and International Studies.1997. Breaking the
Phalanx. Westport: Praeger Publishers.

77



McNaugher, Thomas, David Johnson, and Jerry Sollinger. 2000. Issue Paper: Agility by
a Different Measure: Creating a More Flexible U.S. Army. Santa Monica: RAND
Arroyo Center.

Metz, Steven. 2001. 23 Strategic Asymmetry. Military Review 81, no. 4 (July-August):
23.

Meyer, John G. 1996. Company Command: The Bottom Line Alexandria: Byrrd
Enterprises, Inc.

Military Health Services 2020: Operation Other Than War (OOTW) Report 1998. See
Joint Chief of Staff. 1998.

Moloff, Alan L., and Suzan Denny. 2001. The Contingency Medical Force: Chronic
Challenge, New Solution. Military Medicine 166, no. 3 (March): 199-203.

MRI (Medical Reengineering Initiative). 2002. Medical Reengineering Initiative
Homepage. Available at http://mrimedforce.belvoir.army.mil. Internet; accessed
26 September 2002.

MSRP. 1998. See Department of Defense. 1998.

National Military Strategy. 2002. See Department of Defense. 2002.

Owen, Robert C., and Todd A. Fogle. 2001. Strategic Mobility. Military Review 81, no. 1
(January-February): 10.

Polich, J. Michael, Bruce R. Orvis, and W. Michael Hix. 2000. Issue Paper: Small
Deployments, Big Problems. Santa Monica: RAND Arroyo Center.

Porr, Darrel R. 1993. To Be There, To Be Ready, and To Save Lives: Far-Forward
Medical Carein Combat. Individual Study Project, U.S. Army War College,
Carlide Barracks, PA.

Rumbaugh, Jack R. 1998. Operation Pacific Haven: Humanitarian Medical Support for
Kurdish Evacuees. Military Medicinel63, no. 5 (May): 269-271.

Shinseki, Eric. 2000. Speech, Association of the United States Army, 17 October 2000.
Siuru, Bill. 1997. High-Tech Battlefield Medicine. Electronics Now 68, no. 4 (April): 53.

Smith, Arthur M. 1995. Joint Medical Support: Are We Asleep at the Switch? Joint
Force Quarterly, no. 8 (Summer): 102-109.

Solomon, Billy K. 2002. Improving Maneuver Sustainment for the Objective Force.
Army Logistician 34, no. 6 (November-December): 2-7.

78



Steele, Dennis. 2001. The ARMYMagazine Hooah Guide to Army Transformation. The
Association of the U.S. Army.

Steinweg, Kenneth K. 1993. Mobile Surgical Hospital Design: Lessons from 5th MASH
Surgical Packages for Operations Desert Shield/Desert Storm. Military Medicine
58, no. 11, (November): 733-739.

Stewart, Richard W. 1994. The United States Army in Somalia 1992-1994. West Point,
New York: U.S. Army Center of Military History.

Toffler, Alvin, and Heidi Toffler. War and Anti-war: Survival at the Dawn of the 21st
Century. Boston: Little Brown and Company, 1993.

TRADOC. 1996a. See Department of the Army. 1996a.
TRADOC Pamphlet 525-50. 1996b. See Department of the Army. 1996b.
TRADOC Pamphlet 525-66¢. 1997. See Department of the Army. 1997c.

USAFMSA (U.S. Army Force Management Support Agency). 1988. Table of
Organization and Equipment, Number 08863L 000, Mobile Army Surgical
Hospital. Fort Leavenworth, Training and Doctrine Command.

. 1993. Modified Table of Organization and Equipment, Number 08765L 000,
Mobile Army Surgical Hospital. Fort Sam Houston, Director of Combat
Development.

. 2001a. Table of Organization and Equipment, Number 08955A 000, Combat
Support Hospital (Corps). Fort Leavenworth, Training and Doctrine Command.

. 2001b. Table of Organization and Equipment, Number 08855A 000, Combat
Support Hospital (EAC). Fort Leavenworth, Training and Doctrine Command.

. 2001c. Table of Organization and Equipment, Number 08958A 000, Hospital
Company, 84 Bed, Corps. Fort Leavenworth, Training and Doctrine Command.

. 2002a. Table of Organization and Equipment, Number 08518L A00, Medical
Team, Forward Surgical. Fort Leavenworth, Training and Doctrine Command.

. 2002b. Modified Table of Organization and Equipment, Number
08863LE101, Mohile Army Surgical Hospital. Fort Leavenworth, Training and
Doctrine Command.

79



US Commission on National Security/21st Century. 1999. The Phase | Report of the U.S.
Commission on National Security/21st Century. The Emerging Global Security
Environment for the First Quarter of the 21st Century. Washington, D.C.:
Department of Defense. Available at http://www.nssg.gov. Internet Accessed on
21 September 2002.

. The Phase 111 Report of the U.S. Commission on National Security/21St
Century. Road Map for National Security: Imperative for Change. Washington,
D.C.: Department of Defense. Available at http://www.nssg.gov. Internet
Accessed on 10 October 2002.

United States General Accounting Office. 1993a. Report to the Chairman, Subcommittee
on Military Forces and Personnel, Committee on Armed Services, House of
Representatives. Operation Desert Storm: Problems With Air Force Medical
Readiness. Washington, D.C.: U.S. General Accounting Office.

. 1993b. DOD's Doctrine for Hurricanes Andrew and Iniki and Typhoon Oman.
Washington, D.C.: U.S. General Accounting Office.

. 1995. Report to the Chairman, Subcommittee on Military Forces and
Personnel, Committee on Armed Services, House of Representatives. Wartime
Medical Care: Aligning Sound Requirements With Combat Care Approaches Is
Key to Restructuring Force. Washington, D.C.: U.S. General Accounting Office.

. 1996. Report to the Chairman, Subcommittee on Military Forces and
Personnel, Committee on Armed Services, House of Representatives. Wartime
Medical Care: DOD Is Addressing Capability Shortfals, but Challenges Remain.
Washington, D.C.: U.S. General Accounting Office.

Wentz, Larry. 1999. Lessons From Bosnia: The IFOR Experience Fort Leavenworth,
KS: CALL. Available from http://call.army.mil. Internet Accessed on 20 January
2003.

White House. 2002. National Security Strategy. Washington, DC: Government Printing
Office.

White Paper. 2001d. See Department of the Army. 2001d.

Wild, Larry. 2002. Chief, MRI Program Implementation Office. Telephonic interview
with the author, Fort Leavenworth, KS. 16 October 2002.

80



INITIAL DISTRIBUTION LIST

Combined Arms Research Library

U.S. Army Command and General Staff College
250 Gibbon Ave.

Fort Leavenworth, KS 66027-2314

Defense Technical Information Center/OCA
825 John J. Kingman Rd., Suite 944
Fort Belvoir, VA 22060-6218

LTC Joyce P. Dimarco

Department of Logistics and Resource Operations
USACGSC

1 Reynolds Ave.

Fort Leavenworth, KS 66027-1352

LTC Daniel J. Jones

Department of Logistics and Resource Operations
USACGSC

1 Reynolds Ave.

Fort Leavenworth, KS 66027-1352

COL Judith A. Bowers

Consulting Faculty

USACGSC

1 Reynolds Ave.

Fort Leavenworth, KS 66027-1352

81



CERTIFICATION FOR MMASDISTRIBUTION STATEMENT
1. Certification Date: 6 June 2003

2. Thesis Author: Derek C. Cooper

3. Thesis Title: Hospitalization in Small-Scale Contingency Operations

4. Thesis Committee Members: LTC Joyce P. DiMarco
Signatures: LTC Daniel J. Jones

COL Judith A. Bowers

5. Digtribution Statement: See distribution statements A-X on reverse, then circle appropriate
distribution statement letter code bel ow:

@B CDEFX SEE EXPLANATION OF CODES ON REVERSE

If your thesis does not fit into any of the above categories or is classified, you must coordinate
with the classified section at CARL.

6. Justification: Justification isrequired for any distribution other than described in Distribution
Statement A. All or part of athesis may justify distribution limitation. See limitation justification
statements 1-10 on reverse, then list, below, the statement(s) that applies (apply) to your thesis
and corresponding chapters/sections and pages. Follow sample format shown below:

EXAMPLE

Limitation Justification Statement [ Chapter/Section / Page(s)
Direct Military Support (10) [ Chapter 3 / 12
Critical Technology (3) | Section4 / 3
Administrative Operational Use (7) [ Chapter 2 / 13-32

Fill in limitation justification for your thesis below:

Limitation Justification Statement [ Chapter/Section ! Page(s)

~ O~~~ —
~ e~ e~~~

7. MMAS Thesis Author's Signature:

82



STATEMENT A: Approved for public release; distribution is unlimited. (Documents with this statement
may be made available or sold to the general public and foreign nationals).

STATEMENT B: Distribution authorized to U.S. Government agencies only (insert reason and date ON
REVERSE OF THIS FORM). Currently used reasons for imposing this statement include the following:

1. Foreign Government Information. Protection of foreign information.

2. Proprietary Information. Protection of proprietary information not owned by the U.S.
Government.

3. Critical Technology . Protection and control of critical technology including technical datawith
potentia military application.

4. Test and Evaluation. Protection of test and evaluation of commercial production or military
hardware.

5. Contractor Performance Evaluation. Protection of information involving contractor performance
evaluation.

6. Premature Dissemination. Protection of information involving systems or hardware from
premature dissemination.

7. Administrative/Operational Use Protection of information restricted to official use or for
administrative or operational purposes.

8. Software Documentation. Protection of software documentation - release only in accordance
with the provisions of DoD Instruction 7930.2.

9. Spexific Authority. Protection of information required by a specific authority.

10. Direct Military Support. To protect export-controlled technical data of such military
significance that release for purposes other than direct support of DoD-approved activities may jeopardize a
U.S. military advantage.

STATEMENT C: Distribution authorized to U.S. Government agencies and their contractors: (REASON
AND DATE). Currently most used reasons are 1, 3, 7, 8, and 9 above.

STATEMENT D: Distribution authorized to DoD and U.S. DoD contractors only; (REASON AND
DATE). Currently most reasons are 1, 3, 7, 8, and 9 above.

STATEMENT E: Distribution authorized to DoD only; (REASON AND DATE). Currently most used
reasonsarel, 2, 3,4, 5,6, 7, 8,9, and 10.

STATEMENT F: Further dissemination only as directed by (controlling DoD office and date), or higher
DoD authority. Used when the DoD originator determines that information is subject to special
dissemination limitation specified by paragraph 4-505, DoD 5200.1-R.

STATEMENT X: Distribution authorized to U.S. Government agencies and private individual s of

enterprises eligible to obtain export-controlled technical datain accordance withDoD Directive 5230.25;
(date). Controlling DaD officeis (insert).

83



